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Background: Benign Breast Diseases are the most common breast condition affecting women 
of the reproductive age group and is known to affect a large portion of the women population. 
Most women either lack knowledge or usually not perceive themselves as being susceptible or at 
risk for the disease. Empowering women with information on screening methods like BSE helps 
for early detection and decrease mortality.  
Aim of the study: To assess the effectiveness of technology enabled learning programme on 
knowledge on prevention of selected breast diseases and practice on Breast Self- Examination 
(BSE) among women. 
Subjects and methods: The study was conducted using experimental research design. 400 
women at risk for breast disease residing in the selected villages adopted by Omayal Achi 
Community Health Centre (OACHC) formed the samples. Data was collected using structured 
knowledge questionnaire and observational checklist. 
Results: The comparison of pre and post test level of knowledge and practice within 
experimental group revealed a statistically very high significance at P≤0.001. The calculated 
student independent ‘t’ test for knowledge and practice showed a very high statistical 
significance at P≤0.001. Statistically significant correlation was observed between knowledge 
and practice gain score. Statistically significant association of demographic variables like age in 
years, education, family monthly income, family type, previous knowledge and clinical variables 
like age at menarche, menstrual cycle, contraception, abortion and breast feeding was identified 
in the experimental group. 
Conclusion: The study concluded that the technology enabled learning programme was an 
effective intervention strategy in improving the level of knowledge on prevention of selected 
breast diseases and practice on BSE among women which in turn helps in early identification of 
breast disease and thus reducing the rate of breast cancer. 
 
 Keywords: Breast diseases, breast self examination, technology enabled learning programme, 
knowledge, practice   
INTRODUCTION 
Benign Breast Disease (BBD) is a neglected entity despite the fact that it 
constitutes the majority of breast problems and accounts for 90% of the clinical 
presentation related to breast. About half of the women population suffers from benign 
breast diseases in their lifetime. The incidence of benign breast disease is of 1.5/1000 of 
total hospital admissions, 6.4/1000 of surgical admissions and 8.1 /1000 of adult female 
admissions. During the second decade of life the incidence begins to increase and peaks 
in the fourth and fifth decade. 
 
With no reliable statistics available for the country the incidence of BBD is 
thought to exceed that of carcinoma breast by a factor of ten or more. Even though the 
prevalence of BBD seems to be high not much literature is available on the patterns and 
its prevalence in India. The incidence discussed in various studies were mainly based on 
hospital based studies and clinic-pathological findings 
 
Three most common presenting symptoms related to female breast were breast 
pain, nipple discharge and palpable breast mass. Benign diseases are under reported and 
cancer is one of the leading causes of mortality in women. In spite of their high 
prevalence benign breast problems have been neglected and trivialized by both the 
medical professionals and women with the problems. There are many reasons for the 
problem to become unreported but the most important reasons are the stigma attached to 
see a doctor and communicate about their breast related problem, fear of having cancer 
and the general neglect that women show towards their health.  
 
To concentrate on this fast growing health problem there was a need to know the 
overall situation concerning incidence, prevalence, risk group, diagnosis and treatment. 
Knowledge regarding risk factors in the development of breast disease helps in 
developing targeted risk reduction strategies. 
 
In developing countries like India and especially in rural areas, the treatment of 
breast diseases poses a problem because of illiteracy, poverty, lack of accessibility to 
good healthcare and most important of all superstition. Despite the fact that a range of 
awareness programmes have been undertaken in some cities, in general there is a lack of 
uniform Information, Education and Communication (IEC) policy for cancer prevention. 
 
 Health seeking behaviour among rural population is not up to the expected level 
with reference to breast diseases in particular to early detection of cancer breast and risk 
reduction due to lack of proper knowledge and awareness about available screening 
programmes like self breast examination, clinical breast examination, triple assessment. 
 
The investigator identified that the rural woman had no specific information on 
breast diseases and the impact of such diseases. Considering this the investigator 
perceived the need to assess the knowledge and practice and determine the effectiveness 
of technology enabled learning programme which focuses on prevention of selected 
breast diseases and demonstration of BSE.   
 
Objectives of the study: 
1. To assess and compare the pre and post test level of knowledge on prevention of 
selected breast diseases and practice on BSE among women in experimental and 
control group. 
2. To assess the effectiveness of technology enabled learning programme on 
knowledge on prevention of selected breast diseases and practice on BSE among 
women. 
3. To correlate the mean differed knowledge scores with practice scores on BSE 
among women in experimental and control group. 
4. To associate the selected demographic variables with the mean differed 
knowledge scores and practice scores in experimental and control group. 
5. To compute odds ratio of knowledge and practice with presence of risk factors of 
women. 
 
The Null hypotheses formulated for the study are: 
NH1: There is no significant difference in the pre and post test level of   knowledge on 
prevention of selected breast diseases and practice on BSE among women between 
experimental and control group at p<0.05 level. 
NH2: There is no significant relationship between the mean differed knowledge scores 
on prevention of selected breast diseases with practice scores on BSE among 
women in experimental and control group at p<0.05 level.   
NH3: There is no significant association of selected demographic variables with the 
mean differed knowledge scores and practice scores in experimental and control 
group at p<0.05 level.   
 
The research process for this study was guided by the conceptual framework based 




  Experimental research design was undertaken for the study.  The independent 
variable for the study was technology enabled learning programme and the dependent 
variable was the knowledge on prevention of selected breast diseases and practice on 
breast self examination. The study was conducted at selected villages adopted by  
Omayal Achi Community Health Centre.  The samples for the study were the women at 
risk aged between 20-40 years of age residing in six selected villages and the sample size 
was 400 (200 each for experimental and control group). Probability sampling was 
undertaken wherein simple random sampling using lottery method was done to select 6 
villages from the 18 beneficiary villages and of which through cluster randomization the 
villages were grouped as experimental and control group.  Women who were identified 
with the risk in the 6 villages, who fulfilled the inclusion criteria and present during data 
collection were chosen for the study. 
 
 The data collection instrument was structured knowledge questionnaire and 
observational checklist. The data was collected by structured interview schedule.  The 
intervention package technology enabled learning programme which included: 
• Knowledge - Video assisted group teaching on definition, causes, risk factors, signs 
and symptoms, diagnosis, treatment, complications and prevention of selected breast 
diseases. 
• Practice - Video show on the steps for performing Breast Self Examination 
 Demonstration on performing the steps of  Breast Self Examination using breast 
model 
 Return demonstration on the steps of Breast Self Examination using breast model 
 Pictorial booklet for reinforcement on prevention of selected breast diseases and 
BSE. 
 
The data collection was processed with identifying the women at risk followed by 
knowledge assessment on prevention of selected breast diseases and practice on breast 
self examination. On the same day technology enabled learning programme was 






 month interval. The obtained 
data was analysed using descriptive and inferential statistics. 
 
RESULTS AND DISCUSSION 
The pre test mean knowledge score among the experimental and control group 
was 7.62 and 7.81 respectively with scores representing very low awareness towards 







after intervention the mean scores were 17.45, 18.43, 20.09 and 8.04, 8.28, 8.87 among 
experimental and control group respectively. 
 
The pre test mean practice score among the experimental and control group was 







 month after intervention the mean scores were 10.47, 11.30, 
13.17 and 2.69, 2.83, 3.16 among experimental and control group respectively. 
 
The comparison of pre and post test level of knowledge and practice within 
experimental group revealed a statistically very high significant score of F=989.16 and 
F=786.12 at P≤0.001. The calculated student independent ‘t’ test  value for knowledge 
was 25.32, 31.45 , 41.26   and for practice 14.59,29.18,31.45 in the post test 1,2 and 3 
respectively, showed a very high statistical significance at P≤0.001. 
 There was a significant positive moderate correlation observed between the 
women’s knowledge gain score and practice gain score among the experimental group at 
p<0.001 level. 
 
The overall analysis on effectiveness technology enabled learning programme 
revealed that there was a high statistically significant difference at P≤0.001 thus 
indicating that the interventional package was effective in enhancing the knowledge and 
thereby improving the practice of BSE among women. 
 
The study has also revealed that the BSE education has helped the women to 
identify their own breast problems like mastalgia, lump and nipple discharge.   
 
CONCLUSION 
The study concluded that the technology enabled learning programme was an 
effective intervention strategy in improving the level of knowledge on prevention of 
selected breast diseases and practice on BSE among women. Hence, the study 
recommended the utilization of technology enabled learning programme by community 
health nurses, nurse researchers, nurse administrators, nurse educators and health care 
professionals to improve the knowledge on prevention of selected breast diseases and 
practice on BSE among women in turn helps in early identification of breast disease and 





CHAPTER – 1 
INTRODUCTION 
 
   Women’s breast has always been a vital part of fertility and also a symbol of 
womanhood. Because of the presence of the breast or “mamma” human beings are 
classified as mammalians.  It is a modified sweat organ and has a considerable measure 
of significance for its lactating capacity as well as for a cosmetic reason. It is one of the 
organs which are affected by different endocrinological challenges and coaxed without 




1.1 BACKGROUND OF THE STUDY 
This dynamic organ under the influence of various hormones is subjected to 
constant physiological variations (pubescence, pregnancy, lactation and menopause) 
throughout reproductive life and beyond giving rise to various sorts of lesion and       
lump.
1-3
 At the point when these typical changes outperform their cutoff and raise 
concern for the women, they are named as Benign Breast Disease (BBD).  
 
BBD constitute a heterogeneous group of lesions including developmental 
abnormalities, incendiary lesions, epithelial and stromal proliferation, and neoplasms. 
Benign breast lesions present with a lump in the breast, pain, and nipple discharge.  
 
As indicated by the Aberration of the Normal Development and Involution 
(ANDI) classification of BBD do not have the lucidity of differentiating between typical 
physiological and pathological changes. Nashville grouping which was contrived by 
Love S et al.,
4
 is classified by 2 systems. Pathologically, BBDs are classified as non-
2 
proliferative lesions, proliferative lesions Section without atypia and atypical 
proliferative lesions. Clinically, it has been classified as physiologic swelling and 
tenderness, nodularity, breast pain, palpable lumps, nipple discharge and infections or 
inflammation. 
 
Breast diseases are more prevalent among females as compared to males because 
of the fact that estrogen consistently stimulates breast development during their 
reproductive life. Benign breast diseases are more prevalent as compared to malignant 
and inflammatory, as observed all through the world.
5
 Around 200,000 cases of breast 




Even though BBD is a neglected entity it constitutes the majority of breast 
problems. It accounts for 90% of the clinical presentation related to breast.
7
 50% of the 
women population suffers from benign breast diseases in their lifetime. The incidence of 
benign breast disease is of 1.5/1000 of total hospital admissions, 6.4/1000 of surgical 
admissions and 8.1 /1000 of adult female admissions.
 8
 During the second decade of life 
the incidence begins to increase and peaks in the fourth and fifth decade. 
 
Incidences of malignant conditions of the breast are significantly higher when 
compared with benign conditions.   Kumar  et  al 
9
  (2010)  says that  the  BBD’s  are  5  
to  10  times  more common  than  breast  cancers in  Indian  rural  population  ;  while  
Aisha Memon  et  al  (2007)  referred  that  benign  breast  lesions  are  10  times  more 
common  than  breast  cancers in  west.  
 
3 
In light of a 25 year review in Nigeria, age wise distribution of major BBDs is 
potrayed in fig 1.1.1 
 
Fig 1.1.1 Age wise distribution of major BBDs 
Source : A. N. Olu-Eddo, Ezekiel Enoghama Ugiagbe, Niger Med J. 2011. Oct-Dec
10
 
The Peak Age incidence of benign breast disease
12
 based on various studies is 
depicted in table 1.1.1 
Table 1.1.1: The Peak Age incidence of benign breast disease based on various 
studies  
S.No Studies by various authors Age incidence Percentage (%) 
1.  Shukla et al
11
 21-30 43 
2.  Naveen et al
12
 21-30 50 
3.  Karki et al
13
 21-40 67 
4.  Dahri et al
14
 21-30 44 
5.  Mourouguessine Vimal
15
 21-30 50 





According to a clinic-pathological study conducted in a referral hospital in 
Madhya Pradesh, India by Savita Bharat Jain, Isha Jain, Jyoti Shrivastav and Bharat Jain 
among patients presenting in Surgery OPD the age wise distribution of benign, malignant 
and inflammatory lesions is depicted in Fig:1.1.2 
 
Fig 1.1.2: Age wise distribution of benign, malignant and inflammatory lesions           
Source: International Journal of Current Microbiology and Applied Sciences (2015)
16 
The distribution of breast diseases is depicted in Table1.1.2  as per the survey 
conducted among 2500 rural and urban women in Amritsar by Bhupinder Singh Walia, 




Table 1.1.2: Frequency and percentage distribution of benign and malignant breast 
disease among urban and rural women in Amritsar 
Breast diseases 
No. of cases –Urban No. of cases-Rural 
F % F % 
Benign 293 54.1 249 45.9 
Malignant 57 58.8 40 41.2 





Globally the spectrum of benign breast diseases is portrayed in table 1.1.3 as per 
the clinicopathological findings.  
 



























195 - 57.0 21.0 - - 













2010-2012 254 24.5 73.2 14.4 - - 
 
With no reliable statistics available for the country the occurrence of BBD is 
thought to surpass that of carcinoma breast by a factor of at least ten. Despite the fact that 
the predominance of BBD seems to be high, minimal literature was available on the 
patterns and its prevalence in India. The incidence of BBD discussed were mainly based 







Table 1.1.4 Percentage distribution of various benign breast diseases in India 
 
Author name 





























175 26.0 43.2 31.8 - 17.5 
OB Karki et.al
13 















Sep  2013-Mar 
2015 
50 37.0 48.0 18.0 01.0 05.0 
 
7 
Table 1.1.5 Percentage distribution of various benign breast diseases in TamilNadu 
Author name 



















74 11.0 55.4 27.0 - 12.0 
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Pain in the breast, discharge from the nipple and palpable breast mass are the 
three most common presenting symptoms related to female breast, of all breast disorders, 
mastalgia being the first common presentation whereas palpable breast lump is second 
most common presentation.  
 
Mastalgia or mastodynia is characterized by breast pain and tenderness with or 
without nodularity. It is been categorized as either cyclical or non-cyclical pain. Cyclic 
mastalgia normally affects women in the third decade and approximately 66% of women 
presenting with breast pain to clinics have cyclic mastalgia.  Cyclical mastalgia is 
bilateral and the intensity of pain varies throughout the menstrual cycle but is typically 
more severe premenstually. Noncyclic mastalgia pain is unilateral, not temporally related 
to the menstrual cycle and typically occurs in women older than 40 years. 
 
Breast pain, or mastalgia, is common and varies markedly in severity and clinical 
significance. It affects an estimated 10–30% of women however minority of them, less 
than 5%, may experience moderate or severe mastalgia that could heavily affected that 
on quality of life.
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The prevalence of mastalgia is profoundly variable ranging from 41–79%
 
and 
seems to vary widely in various nations. In western societies mastalgia is a common 
complaint that may affect 70% of women in their lifetime with no basic pathology 




The revealed predominance rate in view of concentrates among grown-up 
populace in US was 68%
35 
and 11% for repetitive mastalgia while in UK and Canada it 
10 
has been accounted for as 32% and 51.5% individually. In India the prevalence among 





Despite the fact that mastalgia causes a lot of morbidity like sleep disturbance the 
routine activities can be managed effectively by simple reassurance and health education. 
Benign breast diseases constituted 70-79% of breast lumps in states such as Uganda, 
Trinidad and Nigeria and these were mostly fibroadenoma and fibrocystic change.
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Fibroadenomas are benign breast lump where tissues and ducts around a milk 
producing lobe grow and thickens over it. The lump will be firm, smooth, rubbery lump 
with a definite shape, moves under skin when touched and non-tender. 
 
Fibroadenoma may occur at any age and are common among young girls in their 
teens and women in their thirties. It is the common cause of a benign breast lump in 
premenopausal women and occurs in about 10% of all women and account for about half 
of the 1.6 million breast biopsies doctors perform each year in US. (National Institute 
of Health). 
 
Globally, Jamal reported that fibroadenoma was present in 47% of the females 
and   the most widely recognized breast lesion in their population in Jeddah, Saudi 
Arabia.
37
   Fibroadenoma in Nepal, was the least common lesion, present in 21.6% of the 
female patients and is not a common breast lesion everywhere.
38
 The utilization of 
contraceptive pills before age 20 is linked to the risk of fibroadenomas. Risk of breast 
11 
cancer is increased among women with fibroadenomas which is about 11/2 to 2 times the 
risk of women with no breast changes.
36 
 
The frequency of fibroadenomas tops at age 20-24. As indicated by the 
epidemiologic audit, Virginia (2009) the occurrence of fibrocystic breast changes and 
fibroadenoma was given in light of the age group as displayed in table 1.1.6  
 
Table1.1.6. Incidence of Fibrocystic changes and fibroadenoma per 100,000 women 
across age group 





1. 15-24 100-150 100-150 
2. 25-34 50-100 150-200 
3. 35-44 0-100 350-400 
4. 45-49 0-50 350-400 
Source: Epidemiologic review, Virginia (2009) 
 Fibrocystic disease is a histological term that refers clinically to a large group of 
syndrome presented as lump or lumpiness affecting an estimated 30-60% of women and 
at least 50% of women of child bearing age (Fibrocystic breast disease an update and 
review 2012).   
 
The exact incidence of this condition is difficult to determine since there is no 
clear definition or diagnostic criteria and often a diagnosis of exclusion. The peak 
incidence of symptoms occurs in the third and fourth decades of life. Histological 






According to American Cancer Society 60% of women will have lumpy breasts 
in their reproductive years and according to literature up to 90% of autopsied breasts 
show evidence of fibrocystic breast disease. The prevalence rates of nodular breast were 
found to be lower in the Indian rural population.
32 
 
The incidence of fibrocystic changes varies geographically. Authors like 
Adesunkanmi AR and Agbakwuru EA and Ihekwaba FN found that the incidence of the 
fibrocystic changes ranged from 29.5-42.2% for the benign breast lumps.
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After palpable mass and pain the third most common presenting symptom to the 
breast clinic was nipple discharge. Approximately 50%-80% of women can express one 
or more drop of fluid from the breast in their reproductive life. Approximately 55% of 
patients presenting with nipple discharge have an associated mass out of which 19% are 
malignant. Benign nipple discharge is usually bilateral, multiductal, and occurs with 
breast manipulation. Discharge when it is unilateral, from a single duct, persistent, 
spontaneous, clear, serous, serosanguinous or blood stained in character are more 




Galactorrhoea (milky discharge) can be cause by benign conditions or by certain 
medications including oral contraceptives serotonin reuptake inhibitors, tricyclic 
antidepressants, methyldopa and morphine.
42 
 
Breast cysts are common masses found among women in the premenopausal, 
perimenopausal, and postmenopausal period. According to American College of 
Radiology Imaging Network (ACRIN) in a prospective study of 2809 women at 
13 
increased risk of breast cancer development, cysts were identified in 37.5 percent of all 




BBD when compared to malignancy is a neglected entity the in depth 
understanding of its significance and right treatment is essential to avoid long term 
follow-up. Triple assessment is currently considered as a gold standard approach for 
diagnosing breast disease which includes clinical examination, imaging and 
histopathological examination.
26
 Screening for breast disease includes mammography, 
Clinical Breast Examination by a physician, and Breast Self Examination. Despite the 
fact that mammography has been established as an effective technique for early 
identification of breast pathologies, mammographic screening owing to its high cost 
cannot be supported as a priority of an outsized population in India.
43 
 
Breast Self- Examination is a useful and essential screening strategy, especially 
when used in combination with regular physical examination and mammography. Breast 
Self- Examination involves regular monthly systematic examination of the breasts and 
axillary area, both visually and by palpation, for any signs of abnormality. Breast self-
examination benefits women to become familiar with both the appearance and feel of 
their breast and detect any changes in their breast as early as possible
 
 
The American cancer society established evidence based guidelines for breast 
cancer screening in women
44 
• Mammogram for women ages 40years and above 
• Clinical breast examination by a health professional at least every 3 years for 
women 20-40 years  
14 
High prevalence, impact on women's quality of life, and, for some histologic 
types, its cancerous potential, benign breast disease deserves attention. Identification of 
risk factors for benign breast disease could improve our understanding about the disease 
and help to define preventive strategies. 
 
1.2 SIGNIFICANCE AND NEED FOR THE STUDY 
The most commonly encountered disease among women is breast diseases either 
benign or malignant. Benign Breast Diseases are the most common breast condition 
affecting women of the reproductive age group and is known to affect a large portion of 
the women population. Benign diseases are under reported and cancer is one of the 
leading causes of mortality in women. Despite their high prevalence benign breast 
problems have been ignored and trivialized by both the medical professionals and 
women with the problems. There are many explanations behind the issue to wind up 
noticeably unreported however the most essential reasons are the shame appended to see 
a specialist and convey about their breast related issue, dread of having disease and the 
general disregard that women appear towards their wellbeing.  
 
 To focus on this quickly developing health problem there is a need to know the 
overall situation concerning incidence, prevalence, risk group, diagnosis and treatment. 
Knowledge regarding risk factors in the development of breast disease helps in 







The awareness regarding the risk factors for breast disease from various studies 












Fig.1.1.4: Awareness of breast disease risk factors from various studies in the 
general female population of India. 
Source: European journal of cancer, Sep 2015
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Breast care and disease management is an exceptionally concentrated field. There 
are a number of benign or non-cancerous breast conditions and diseases that if correctly 
diagnosed are relatively easy to treat and keep under control. Breast cancer prevention 
organization recommends that all women ought to routinely perform BSE as part of 
taking care of them and thus lower the risk for breast cancer. 
 
Breast health is a vital piece of our general wellbeing and prosperity. Breast 
awareness is the goal of the breast health movement. Being breast healthy means being 
breast aware; knowing about risk factors; understanding about the personal risk for the 
disease; proactive approaches to help decrease the hazard; and being educated 




To promote breast health, consider doing regular breast self-exams. It should be 
mandatory for every woman to examine her breasts on a monthly basis. Regular Breast 
Self Examination helps us in identifying any variations in the breast and nipple. 
However, in order to safely eliminate the possibility of breast cancer, it is imperative to 
contact and consult physician immediately, making quick move could well spare life. 
 
In developing countries like India and particularly in rural areas, the treatment of 
breast diseases poses a problem due to ignorance, destitution, absence of availability to 




 Regardless of the way that a 
scope of mindfulness programs has been embraced in a few urban communities, in 
general there is a lack of uniform Information, Education and Communication (IEC) 
policy for cancer prevention. 
 
To obtain single overall risk estimates information from published case-control 
studies on BBD was pooled utilizing standard statistical methods. This investigation 
demonstrated that higher financial status (pooled relative risk, RR = 1.24, 95% 
confidence interval, CI = 1.13-1.37), later menopause (pooled RR = 1.87, 95%, CI = 
1.67-2.11) and late age at first birth (pooled RR = 1.30, 95%, CI = 1.13-1.50) were 
associated with an increased risk of benign breast disease.
48 
 
A study conducted at Medical College, Hospital, Mumbai to evaluate the 
occurrence of various benign breast lesions among 500 females in child bearing age 
group using a specially designed proforma for recording the findings of clinical 
examination and further data was analyzed. The investigation uncovered that 35% of 
them had fibroadenoma, 28.33% had fibroadenosis, 15% had breast abscess and 1.67% 
17 
had sebaceous cyst, duct papilloma, lipoma and galactocele respectively. The study 
inferred that fibroadenoma and fibroadenosis were the commonest lesions identified. 
Consequently in a nation like ours education with respect to breast self examination and 




A cross sectional study was conducted to estimate the prevalence of certain 
clinically recognizable benign breast problems like mastalgia, nodular breast, 
fibroadenoma, mastitis and nipple discharge among the rural population served by 
Thiruninravur Primary Health Center in Thiruvallur district. 400 women in the 
reproductive age group after the completion of the interview schedule and 
anthropometric measurement were subjected to clinical breast examination . The 
outcomes uncovered that the overall prevalence was 59.5% with 95% CI of 54.7 – 64.3 
of all the five benign breast problems. The prevalence of mastalgia, nodular breast, 
fibroadenoma, mastitis and nipple discharge were 38%, 47.5%, 8.5%, 4.5% and 0.8% 
respectively. The study concluded that simple reassurance and health education can help 
reduce morbidity by lessening a considerable measure of mental stress.
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A pre experimental study was conducted to assess the level of awareness 
regarding breast disease among 864 Kashmiri females using a self designed 
questionnaire. The results revealed that out of 864 participants, 703(81.37%) had poor 
breast disease awareness and 103(11.92%) had average awareness. Only 58(6.71%) had 
good awareness about breast disease. The study concluded that the level of awareness 
regarding breast disease in Kashmiri females is very low and there is a need to spread 




A cross-sectional descriptive study was conducted to assess the practice of breast 
self-examination and knowledge of breast disease among 2186 female university 
students in Korea using breast Cancer and Heredity Knowledge Scale. The participants 
displayed a medium-level score (total score: 5.33 ± 2.70, range: 0-11) on knowledge 
about breast disease. Predictors for breast self-examination were age (odds ratio = 1.15, 
P < 0.001), major (odds ratio = 1.80, P < 0.001), and knowledge of breast disease (odds 
ratio = 1.16, P < 0.001). The study concluded that the results are valuable in developing 
educational programs that can increase knowledge related to breast disease, as well as the 
practice of breast self-examination, to support health promotion among young women.
51 
 
A descriptive cross sectional study was conducted to examine the knowledge, 
attitude and practice of Breast Self Examination among 406 secondary school female 
teachers in Ilorin using a structured questionnaire designed by the researchers. The 
results revealed that 95.6% respondents were aware of Breast Self Examination and the 
major source of information was the electronic media. The attitude of teachers was 
positive towards health information on Breast Self Examination, with a fairly high 
degree of acceptability of the idea. Despite the positive attitude to Breast Self 
Examination, its practice was low (54.8%). The study recommended that public 
awareness on the importance of Breast Self Examination to be intensified using the mass 
media and that health workers should promote Breast Self Examination during their 
contacts with female patients / clients.
52 
 
 A pre experimental study was conducted to assess the effectiveness of the health 
education session on knowledge and awareness of women regarding breast disease and 
practice of women on breast self examination, at selected urban slums, New Delhi. Data 
19 
was collected using structured interview schedule30 women from urban slum. The 
results revealed that the mean knowledge score before intervention was 3.60 and after 
intervention was 10.66. The intervention program was effective (p value = 0.00) in 
raising women's awareness about Breast disease, and of regular screening procedures. 
The findings of this study identified a wide gap in knowledge about breast disease and its 
risk factors among women. This indicates that in spite of massive efforts done globally 




Community based descriptive cross sectional analysis was conducted to 
determine the knowledge of women about breast disease and its risk factors at Field 
practice and adjoining areas of urban health training center of Department of community 
medicine, Government medical college and hospital, Chandigarh among 463 women 
more than 30 yrs of age. Awareness about breast mass/lump was known to 47.2% of 
respondents. The two main causes of breast disease according to respondents were late 
initiation of breast feeding (15.3%) or not practicing breast feeding (16.9%). 55(5.9%) 
were aware that late marriage being a risk factor and relation of obesity with breast 
disease was known to only 89(9.1%). BSE the main preventive modality was known by 
only (33%), of those who knew about correct methodology was only 1/4th of 
respondents (25.9%). The study concluded that women do have knowledge deficits about 
breast disease and various factors related to it.
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Descriptive cross sectional study on knowledge of breast cancer awareness and 
its risk factors was conducted among 258 rural women in Puducherry. The findings 
revealed that there is lack of awareness and knowledge regarding common risk factors as 
20 
well as the signs and symptoms of breast cancer. By imparting greater health education 
methods using suitable audio visual aids there is a need to promote the knowledge on 
breast cancer. Breast cancer awareness education programme should be integrated into 




An experimental study was conducted to evaluate the short-term effectiveness of 
breast self-examination teaching program on women’s knowledge about Breast Self 
Examination, proficiency in performing Breast Self Examination, and motivation to 
perform Breast Self Examination among 68 women attending the clinic in a regional 
cancer centre using the Toronto Breast Self Examination Instrument. There were 
statistically significant changes following the teaching program in the areas of 
knowledge about the correct technique for performing Breast Self Examination, 
proficiency performing Breast Self Examination, and confidence about finding changes 
when performing Breast Self Examination. Even though   group scores did improve 
following the education no significant changes were observed in motivation to practice 
Breast Self Examination. The video presentation and the review of Breast Self 
Examination information pamphlets were found to be the most helpful components of 
the Breast Self Examination teaching program.
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A Narrative Review on BSE and Attitude of women towards Breast Self-
Examination. Between July-October 2012   literature search had been conducted to 
explore the published articles regarding awareness of breast cancer and BSE in Asian 
settings. The reviews included studies which assessed the knowledge regarding breast 
cancer and attitude, practice and barriers to Breast Self Examination by using qualitative 
21 
(one-to-one interview, concept mapping) or quantitative methods (cross-sectional 
survey) or both. Breast cancer, breast cancer awareness, statistics of breast cancer, breast 
self-examination, etc were the keywords used to initiate the search. The electronic 
databases included were Science Direct, Sage, Life Science, Springer Link, BioMed 
Central, Proquest and EBSCOhost. Only  seventeen full text articles were included in 
review  since the search was limited to full paper articles published in English between 
2000- 2012. The studies from Hong Kong, Australia, UK, Iran, Qatar, Nigeria, and 
Malaysia were included in this review. The highlights of the review were awareness of 
breast cancer by means of Breast Self Examination and attitude towards Breast Self 
Examination. To enhance screening, practice Breast Self Examination and to create 
awareness of breast cancer among women proactive educational measures by healthcare 
professionals and mass media campaigns are therefore suggested.
57 
 
Breast disease is silently killing women mainly those who are not aware or 
continue to be ignorant about the disease and its screening methods for early detection. 
Most women either lack knowledge or usually not perceive themselves as being 
susceptible or at risk for the disease. In India, often women do not present for medical 
care early enough due to various reasons such as illiteracy, lack of awareness and 
financial constraints. Education plays a vital role in modifying the risk factors, making 
the women to be aware about the condition and empowers women to take a proactive 
approach to their health. Empowering women with information on screening methods 
like BSE helps for early detection and decrease mortality.  
 
The need for this study aroused out of the experience the investigator had during 
her clinical exposure and after undertaking the gynecological assessment in a 
22 
community.  Health seeking behaviour among rural population is not up to the expected 
level with reference to breast diseases, in particular to early detection of breast diseases 
and its risk reduction, due to lack of proper knowledge and awareness about available 
screening programmes like self breast examination, clinical breast examination, triple 
assessment. Most of the studies done on BBD were hospital based and among urban 
women. The investigator identified that the rural woman had no specific information on 
breast diseases and the impact of such diseases. Hence the investigator felt the need for 
undertaking a study on breast diseases at rural communities.  
 
1.3 CONCEPTUAL FRAMEWORK 
1.3.1 CONCEPTUAL FRAMEWORK – GENERAL CONCEPTS 




 nursing is nurturing and caring for someone in a 
motherly fashion that care is given in the immediate present and care can be given by a 
caring person. 
 
Nursing wisdom is acquired through meaningful experience. Nursing is a helping 
service that is rendered with compassion, skill and understanding to those in need of 
care, counselling and confidence in the area of health. Sensitivity alerts the nurse to an 
awareness of inconsistencies in a situation that might signify a problem, it is a key factor 
in assisting the nurse to identify patients need for help. The nurse’s beliefs and values 
regarding reverence for the gift of life, worth of the individual and the aspirations of each 
human being determine the quality of nursing care. 
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Wiedenbach states that the characteristics essential for the professional nurse 
include the following. 
1. Clarity – of purpose 
2. Mastery of skills and knowledge- essential for fulfilling the purpose. 
3. Ability -to establish and sustain purposeful working relationship with professional 
and non-professional individuals. 
4. Interest- in advancing knowledge in the area of interest and in creating new 
knowledge 
5. Dedication- to furthering the good of mankind 
The practice of nursing comprises of a wide variety of services. 
a. Identification of the patient’s need for help  
b. Ministration of the help needed 
c. Validation that the help provided was indeed helpful to the patient. 
 
THE CENTRAL PURPOSE  
 The Nurse’s central purpose in nursing defines the quality of health she desires to 
affect or sustain in her patient and specifies what she recognizes to be her special 
responsibilities in caring for the patient. 
 
 Wiedenbach identifies three essential components for nursing philosophy. 
1. A reverence for the gift of life 
2. A respect for the dignity, worth, autonomy and individuality in each human being 





 A prescription is a directive to the activity. It specifies both the nature of the 
action that will most likely lead to fulfillment of nurse’s central purpose and the thinking 
process that determines it. 
Prescription is a directive voluntary action. 
1. Mutually understood and agreed upon action 
2. Recipient directed action 
3. Practitioner directed action 
 
THE REALITIES 
 Realities consist of all factors physical, physiological, psychological, emotional 
and spiritual that is at play in a situation. There are five realities. 
1. Agent- who is the practicing nurse. 
2. Recipient- is patient who is characterized by personal attributes, problems, 
capacities, aspirations and most importantly the ability to cope with the concerns 
or problems being experienced. 
3. Goal- is the desired outcome the nurse wishes to achieve. 
4. Means- comprises the activities and devices through which the practitioner is 
enabled to attain her goal. 
5. Framework-consists of human, environmental, professional and organizational 
facilities that not only make up the context within which nursing is practiced but 
also constitute its currently existing limits. 
a. IDENTIFICATION OF THE PATIENT’S NEEDED HELP 
The nurse observes the patient looking for an inconsistency between the expected 
behavior and the apparent behavior. So she attempts to clarify what the 
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inconsistency means. She also determines the cause of it and at last she validates 
with the patient that her help is needed. 
b. MINISTRATION OF THE HELP NEEDED 
In ministering to her patient the nurse may give advice or information, make 
referral, apply a comfort measure or carry out a therapeutic procedure. 
c. VALIDATION 
After the help has been ministered the nurse validates that the action were indeed 
helpful. Evidence must come from the patient that the purpose of the nursing 



























PENDER’S HEALTH PROMOTION MODEL 
The health promotion model
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 guide nursing care in relation to assisting the 
recipients of nursing care in choosing and carrying out behaviors to increase well being. 
 
INDIVIDUAL CHARACTERISTICS AND EXPERIENCES 
 The combination of individual characteristics and experiences is unique to each 
person and the importance of any characteristics, experience or combination of them 
varies with the behavior. 
 
Prior related behaviors are best predictor of future behavior. The indirect effects of 
prior related behaviors are associated with perception of self efficacy, perceived benefits 
and barriers and positive or negative activity related effect, which indicates that the nurse 
can help the client more toward health. Promoting behavior by focusing on the benefits. 
Personal Factors are described as biological, psychological, psychosocial, sociocultural. 
 
BEHAVIOR SPECIFIC COGNITIONS AND AFFECT  
Behavior specific cognitions and affect are viewed as of major motivational 
importance and are considered the core for intervention since they are most amenable to 
change through nursing intervention. 
 
Perceived benefits of actions may be intrinsic (feeling better) or extrinsic(time to 
socialize with practicing the target behavior). Perceived benefits may influence the 
behavior both directly and indirectly. Prior personal experience with positive outcome or 
observations of others with such outcomes, increases the motivational importance of the 
target behavior and relates to the expectation of positive or negative outcomes.  
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Perceived barriers to action  
 Perceived barriers may influence action directly by blocking that action or 
directly by decreasing any commitment to act. A key in this construct is that the barriers 
are perceived- they may be real as seen by others, or they may be imagined by the 
person. It is the perception of the barrier that influences the decision making about 
participating in the target behavior. Barriers may relate  to degree of availability of 
access or resources, costs in money and time, and degree of perceived difficulty. 
Perceived barriers are more likely to lead to avoidance of a behavior. With low readiness 
and perceptions that barriers are high, change in behavior is not likely; with high 
readiness to act and perception of low levels of barriers, action is more likely. 
 
Perceived self- efficacy 
 Perceived self efficacy or one’s judgement of one’s ability to carryout an 
identified action, relates not to a person’s skills but to that person’s judgement about 
what can be accomplished with those skills. It is the perception of whether the person 
can achieve the desired behavior, not the perception of the potential consequences of the 
behavior. The person who believes he or she can do it and do it satisfactorily will be 
encouraged to engage in the target behavior. Four types of help form the perception of 
self-efficacy: having engaged in the behavior and met one’s own standards or received 
positive feedback from others, having observed others successfully perform the behavior 
and be evaluated positively, being persuaded by others than one has the ability to 
successfully engage in the target behavior, and physiologic states such as calmness, 
anxiety and the fear that influence one’s judgement of competency. Health promotion 
model proposes that perceived self- efficacy is influenced by activity- related affect. It 
indicates that there is a reciprocal relationship between perceived self efficacy and 
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activity related affect. As affect becomes more positive, self efficacy is viewed as 
greater; the more positive the view of self- efficacy, the more positive the affect. Also, as 
self-efficacy is perceived more positively, the perceptions of barriers decrease. 
 
Activity related affect 
Activity related affect may vary from mild to quite strong and will be cognitively 
labeled, remembered and continued to be associated with thoughts about the particular 
behavior. There are three components to this affect: the act related emotional arousal, the 
self related self acting and the context related environment in which the behavior occurs. 
Both repetition of the behavior and long term continuance of the behavior are influenced 
by this affect. It is important to consider the affect before, during and after the action. 
 
Interpersonal influences 
 Interpersonal influences are the person’s thoughts or beliefs about the behaviors, 
attitudes and beliefs of others and may or may not accurately reflect those behaviors, 
attitudes or beliefs. Sources of these influences  include family, peers and health care 
providers as primary sources and also include norms or expectation of significant others, 
social support from others and modeling or learning from watching others. All three of 
these influence a person’s likelihood of engaging in health promoting behaviors. 
Individuals will vary in the degree to which of these influence their decision making and 
action. Some people are more dependent upon the expectations and encouragement of 
others; other people may decide to participate because they observe others  enjoying 





 Situational influences include the options perceived as being available, demand 
characteristics and environmental features. The options may include participating or not 
participating in a variety of ways.  
 
Commitment to plan of action 
 Commitment to plan of action initiates the behavior. The underlying cognitive 
processes are a commitment to carry out a specific action at a given time and place and 
with specified persons or alone. 
 
Immediate competing demands and preferences 
 Immediate competing demands and preferences are alternative behaviors that 
intrude into consciousness as possible course of action immediately prior to the intended 
occurrence of a planned health promoting behavior. Competing demands are behaviors 
over which the person has little control, such as work or family responsibilities and are 
situation in which a failure to respond  may have very negative consequences for the 
person or significant others. 
 
BEHAVIORAL OUTCOME 
 The desired behavioral outcome is health promoting behavior. The purpose of the 
health promoting behavior is for the client to realize positive health outcomes such as 
improved functional ability or improved quality of life. The intention is that by carrying 
out the plan of action, health promoting behavior as identified in the plan of action will 
lead to better health for the client. Health promoting behavior may involve increasing 
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1.3.2 APPLICATION OF CONCEPTUAL FRAMEWORK 
The nurse investigator in the Omayal Achi Community Health Centre context had 
perceived the reverence for gift of women health and so makes an attempt to identify the 
need for help as central purpose. According to Wiedenbach prescriptive theory the 
investigator integrates the Pender’s Health Promotion theory to assess the individual 
characteristics by identifying the women at risk of breast disease and also observe and 
identify the prior related behaviors towards breast health along with performs the risk 
assessment. The investigator also collects the details of biological, psychological and 
socio-cultural factors along with demographic and clinical variables for both 
experimental and control group women. 
 
 In Pender’s Health Promotion, the Interim aspect is behavior specific cognitions 
and affect. So the nurse investigator perceives the benefits of breast health and explore 
the barriers towards it, the nurse investigator also identify and perceive the self efficacy 
towards breast health. Nurse investigator devices the activity related to breast health that 
is Breast Self Examination. The nurse investigator also appraises the interpersonal 
influences (family, peers, providers, norms, support, and models) and situational 
influences (lifestyle, dietary practice, family factor, personal risk factor). The nurse 
investigator fulfills the immediate competing demands (create awareness among women 
on breast health, raise awareness on BSE, raise awareness early detection of breast 
disease) and plans for commitment  to a plan of action by devising the Technology 
Enabled Learning Programme (video assisted teaching, video show on BSE, BSE 
demonstration, return demonstration and reinforcement with pictorial booklet). 
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 According to Wiedenbach theory the ministering of help needed is accomplished 
by administration of technology enabled learning programme. The investigator 
intervenes the Technology Enabled Learning Programme package by educating the 
group of women with video assisted teaching and the investigator demonstrates the BSE 
using breast model.  Investigator reinforces the intervention through pictorial booklet. 
According to the Health Promotion Model expected behavioural outcome is adequate 
knowledge and good practice. As the investigator ensures the refined behaviour the 
women are aware of breast health and disease and also be able to identify the risk and 
perform the periodic BSE. Thus the investigator aids towards reduction of risk for breast 




FIG.1.3.2: APPLICATION OF CONCEPTUAL FRAMEWORK BASED ON CONCEPTS RELATING TO 
WIEDENBACH PRESCRIPTIVE THEORY AND PENDER’S HEALTH PROMOTION MODEL 
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CHAPTER - 2 
AIMS AND OBJECTIVES 
 
2.1 TITLE  
Effectiveness of technology enabled learning programme on knowledge on 
prevention of selected breast diseases and practice on Breast Self- Examination (BSE) 
among women in selected villages, Thiruvallur district. 
 
2.2 STATEMENT OF THE PROBLEM 
An experimental study to evaluate the effectiveness of technology enabled 
learning programme on knowledge on prevention of selected breast diseases and practice 
on Breast Self-Examination (BSE) among women in selected villages, Thiruvallur 
District. 
 
2.3 AIMS OF THE STUDY 
• To identify the women at risk for breast diseases. 
• To create awareness among women on selected breast diseases. 
• To raise awareness among women on BSE as an early detection method for 
breast diseases. 
 
2.4 OBJECTIVES OF THE STUDY 
1. To assess and compare the pre and post test level of knowledge on prevention of 
selected breast diseases and practice on BSE among women in experimental and 
control group. 
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2. To assess the effectiveness of technology enabled learning programme on 
knowledge on prevention of selected breast diseases and practice on BSE among 
women. 
3. To correlate the mean differed knowledge scores with practice scores on BSE 
among women in experimental and control group. 
4. To associate the selected demographic variables with the mean differed 
knowledge scores and practice scores in experimental and control group. 
5. To compute odds ratio of knowledge and practice with presence of risk factors of 
women. 
 
2.5 NULL HYPOTHESES 
NH1: There is no significant difference in the pre and post test level of   knowledge on 
prevention of selected breast diseases and practice on BSE among women between 
experimental and control group at p<0.05 level. 
NH2: There is no significant relationship between the mean differed knowledge scores 
on prevention of selected breast diseases with practice scores on BSE among 
women in experimental and control group at p<0.05 level.   
NH3: There is no significant association of selected demographic variables with the 
mean differed knowledge scores and practice scores in experimental and control 
group at p<0.05 level.   
 
2.6 OPERATIONAL DEFINITIONS:  
2.6.1 Effectiveness 
It referred to the outcome of technology enabled learning programme on 
knowledge regarding selected breast diseases and practice on BSE which was assessed 
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by structured knowledge questionnaire and observational checklist respectively with the 
time interval of six months. 
 
2.6.2 Technology enabled learning programme 
In this study it referred to an interventional package prepared by the investigator 
which has instructional events to learners by using video assisted group teaching 
regarding prevention of selected breast diseases and demonstration of BSE among 
women. The learning package included 
• Knowledge- Video assisted group teaching on definition, causes, risk factors, 
signs and symptoms, diagnosis, treatment, complications and prevention of 
selected breast diseases was given using a laptop. 
• Practice- Video show on the steps for performing Breast Self Examination was 
shown using a laptop. 
• Demonstration on performing the steps of Breast Self Examination using breast 
model. 
• Return demonstration on the steps of Breast Self Examination using breast 
model. 
• For reinforcement, pictorial booklet was given on prevention of selected breast 
diseases and BSE. 
 
Video  assisted teaching was given regarding prevention of selected breast 
diseases for 45mins by gathering a small group of 4-5 members in a common 
place(Balwadi/ House) and breast self examination demonstration was done for 30mins 
using breast model.  
 
37 
2.6.3 Knowledge on prevention of selected breast diseases 
 In this study it is referred to the ability of the  women at risk to respond to the 
questions on definition, causes, signs and symptoms, risk factors, diagnosis , treatment, 
complications and prevention of selected breast diseases like mastalgia, nipple discharge, 
fibrocystic changes, simple cysts, fibroadenomas and galactorrhoea which is assessed by 
structured knowledge questionnaire prepared by the investigator. 
 
2.6.4 Practice on Breast Self Examination  
            In this study it referred to the skill acquired by the women at risk to follow the 
steps of Breast Self Examination in order to identify any lump, changes in size, shape, 
colour of nipples and discharge from the nipple which is assessed by observational 
checklist prepared by the investigator. 
 
2.6.5 Women  
         Women at risk for breast diseases aged 20 - 40 years who are assessed using risk 




• Technology enabled learning programme may enhance the knowledge on 
prevention of selected breast diseases. 
• Enhanced knowledge may improve the level of practice on BSE. 





 The study was delimited to only 6 villages adopted by Omayal Achi Community 
Health Centre in Thirvallur district. 
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CHAPTER – 3 
REVIEW OF LITERATURE 
 
This chapter deals with the theoretical literature about breast disease and  critical 
literature review about the existing empirical literature on various aspects involved in the 
present study such as the prevalence of breast diseases, knowledge on selected breast 
diseases, practice on BSE, effectiveness of technology enabled learning programme on 
knowledge on prevention of selected breast diseases and practice on BSE.   
 
Extensive search was done for literatures from online databases and websites 
using keywords such as breast disease, prevalence, risk factors, knowledge, intervention, 
health education, awareness, screening, practice and BSE. Relevant studies with good 
sample size were included in the review.   
The review of Literature was organized and presented as follows 
3.1 Overview of Breast disease 
3.1.1 Breast and breast disease 
3.1.2 Risk factors for breast disease 
3.1.3 Diagnosis and Management for breast disease 
3.1.4 Preventive strategies for breast disease  
3.2 Research studies related to Prevalence of selected breast diseases 
3.2.1 Prevalence of mastalgia 
3.2.2 Prevalence of fibroadenoma 
3.2.3 Prevalence of fibrocystic changes, nipple discharge 
3.3 Research studies related to knowledge on breast disease  
3.3.1 Knowledge on selected breast disease 
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3.3.2 Knowledge on risk factors for breast disease 
3.3.3 Knowledge on warning signs and symptoms for breast disease 
3.3.4 Knowledge on management/ screening methods for breast disease 
3.4 Research studies related to preventive strategies for breast disease 
3.5 Research studies related to knowledge and practice on BSE 
3.6 Research studies related to effectiveness of   technology enabled learning 
programme on knowledge on prevention of selected breast diseases and 
practice on BSE. 
3.7  Summary, Gaps in the existing literature and new information’s added by the 
present study to the literature. 
3.8  Conceptual framework based on Wiedenbachs helping art of clinical nursing 
theory and Health promotion model 
 
3.1 OVERVIEW OF BREAST DISEASE 
3.1.1 Breasts and breast disease 
Breasts are the accessory organs of the female reproductive system. Breasts are 
positioned over the pectoral muscles of the chest wall and attached to it by fibrous 
strands called Coopers ligaments. They are made up of glandular tissue (specialized 
tissue) that produces milk and stromal (supporting) tissues which include fatty and 
fibrous connective tissue. Breasts are soft in consistency because of fatty tissue and the 
size of the breast is determined by the amount of fat. Connective tissue and ligaments 
provide support to the breast and give it its shape. 
 
Breast is organized into 15 to 20 sections, called lobes; within each lobe are 
smaller structures, called lobules, where milk is produced. Once milk is produced it 
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travels through a network of tiny tubes called ducts. These ducts connect and come 
together into larger ducts, and exit the skin in the nipple. The dark area of skin 
surrounding the nipple is called the areola. The breast contains blood vessels, lymph 
vessels, lymph nodes and nerves gives sensation to the breast. 
 
Changes in the glandular or stromal areas may cause symptoms of benign breast 
conditions. Women can recognize early signs of possible abnormalities if they are 
familiar with the normal anatomy and physiology (function) of their breasts.
59 
 
Benign  Breast  Diseases  (BBDs)  is  a  heterogeneous group  of  breast diseases  
which is not  malignancy. The most common cause of breast problems in females is 
BBD and is more frequent than the malignant ones. Though majority of the breast lesions 
are benign and   commoner than the malignant one, significant attention was not given as 
compared to the malignancy. Around 50% of women in their life time would have had 
the sign or symptom of BBD and upto 30% of the women who suffer from BBDs will 
require treatment. Benign breast lesions deserve attention because of their high 
prevalence and can be a predisposing risk factor for developing malignancy in later part 





3.1.2 Risk factors for breast disease 
 Early menarche 
 Late menopause 
 First child birth at or above the age of 30 




 Use of oral contraceptives 
 History of infertility  




 Increased intake of fatty diet 
 Increased caffeine intake 
 Smoking 
 Alcohol consumption 
 Use of tobacco 
 Pattern of job( shift duty) 
 Use of deodorants/ antiperspirants 
  Physical  inactivity 
 Obesity 
 Radiation exposure  
 
Infection/injury  
 Breast infection 
 Inflammation and clogging of the breast ducts (mammary duct ectasia)  
 Excessive breast stimulation 
 Injury to the breast 
 
Medical problems 
 Severe hypothyroidism (underactive thyroid gland)  
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 Hormone imbalance(oestrogen, prolactin) 
 Non-cancerous brain tumors  
 Small growth in the breast that is usually not cancer (intraductal papilloma) 
 Fibrocystic breast (normal lumpiness in the breast) 
 
Use of certain medicines  
 Hormone replacement therapy 
 Antihypertensive  
 Antidepressants   
 
3.1.3 Diagnosis and Management for breast disease 
Triple assessment is now considered as a gold standard approach for diagnosing 
breast disease which includes clinical examination, imaging and histopathological 
examination. Screening for breast disease includes mammography, Clinical Breast 
Examination (CBE) by a physician, and Breast Self Examination (BSE). Timely 





3.1.4 Preventive strategies for breast disease  
 Limit or eliminate caffeine intake 
 Limit alcohol intake- The more alcohol intake, greater the risk of developing 
breast disease.  
 Avoid smoking- one of the best things we can do for our overall health was not 
to smoke. 
 Weight control- The risk of breast disease increases being overweight or obese  
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 Be physically active- Physical activity helps to maintain a healthy weight, which, 
in turn, helps to prevent breast disease.  
 Breast-feeding- Breast-feeding for a longer duration, greater the protective 
effect. 
 Limit dose and duration of hormone therapy 
 Avoid exposure to radiation and environmental pollution.  
 Dietary changes- Eat more fruits and vegetables, increase fibre intake, fresh 
garlic and other members of onion family offer protection. (Broccoli, Cabbage, 
Cauliflower), consume low fat dairy products and eat more complex 
carbohydrates 
 
3.2 RESEARCH STUDIES RELATED TO PREVALENCE OF SELECTED 
BREAST DISEASES 
The limited available literature on BBD suggests that it is one of the common 
problems in developing countries.
60
 The incidence of benign breast disease varies among 
different geographical areas and is significantly higher than the malignant conditions. 
Aisha Memon et al  says that BBD’S are 10 times more common than breast cancers in 
west; while Kumar et al  asserted that it is 5-10 times more common than cancer breast 
among Indian rural population.
9
 In contradictory a survey of breast diseases among 
women in Amritsar done by Bhupinder Singh et al reveals that the prevalence of both 
benign and malignant disease was more common among urban population.
17 
 
When compared with malignant lesions BBD’S begins to rise in the second 
decade of life and peaks in the fourth or fifth decade.
11
 The peak age incidence based on 
studies by Kumar et al and Hatim et al
21





, Bhupinder Singh et al
17




  and Onuka  
reported that most commonly affected age group was 21-30 years. A clinicopathological 
study by Bagale  et  al identified that majority of cases with BBD were between the age 
group of 21-40years. 
 
The spectrum of breast lesions were studied among 72 cases by Shukla et al
11
over 
a period of three years and identified 80.7% benign lesions of various etiology whereas 
Malik
62
 studied over a period of 20 years among 1724 cases and reported benign lesions 
in 72.9%. A study done on patterns and prevalence of BBD’S in western India by Hatim 
et al
21
 noted that out of 260 specimens received in the histopathology department 80% 
were benign breast lesions. Rasheed  et  al
63 
in their three years study on breast lesions 
among 15-70years old women in north India noted  77.7%  of  benign  breast  lesions  , 
and Sarma et al
64
  identified 70% in east India. Similar results were obtained by  Mayun 
etal
65
  and Iyer
49
 et al. A  study  of  north ,south and east Maharashtra  done by Bagale  et  
al
66
 ,Pudale  et  al
67
  and Kumar  et  al
9
  noted 78.52%,71.15% and 70%    of benign 
breast lesions.  
 
Study of breast lesions in the tertiary health care centre Tamilnadu  done by 
Kalyani
29
 reported that 77.5% had benign lesions and  according to Uma 
Krishnaswamy
68
  the reported  incidence in Chennai among an urban population was 
12.75%.According to a study conducted by Dr. Christina Mary Priya Paul
32
 in sub-center 
areas of Thiruninravur primary health center, and Poonamallee block of Thiruvallur 





3.2.1 Prevalence of mastalgia 
The most commonly encountered breast problem among women is mastalgia and 
it has been extensively studied by various authors and reported. A study done among 
patients attending a breast clinic concluded that 79% of them had cyclical mastalgia and 
48% had consulted a doctor and another survey done among western women concluded 
that 69% of them had mastalgia. Smith et al.,
69
 had done a study among 1171 women 
who attended gynaecology OPD and noted that 69% of them experienced mastalgia as a 




 in his study on the 
prevalence of mastalgia among women attending  breast screening program and  Ader 
et al 
71
study among  women aged 18–44 years .  
 
A study among 271 cases of mastalgia done by Khan et al revealed with 50% 
prevalence of non cyclical mastalgia whereas in an Indian study among urban population 
conducted by Uma et al.,
68
 revealed that out of 58 cases with mastalgia 57% experienced 
cyclical mastalgia and  43% experienced non-cyclical mastalgia , Christina et al.,
32
 study 
among rural population identified 38% experienced mastalgia and Sreedevi
28
 study 
among north Chennai population revealed that 65% present with cyclical mastalgia and 
non-cyclical mastalgia was present in 18%.In Salzmann et al.,
72
 study it was noted that 
66% of women experienced mastalgia. In another study conducted by Kavasseri et al.,
30
 
they identified that the prevalence of cyclical mastalgia was more common. 
 
3.2.2 Prevalence of fibroadenoma 
One of the most common breast lesions among young women was fibroadenoma. 
Women who consult medical center with complaints of breast lump are anxious due to 
the fear of malignancy. Foncroft LM et al.,
73
 in their study on presentation and diagnosis 
47 
 
of breast disease among women who attended Wesley breast clinic found out that 87.4% 
had presented with lump in the breast, while  Ratana Chaikanont
74
 by doing clinical 





 and Dixon et al
76
 in their studies on benign breast diseases identified 
fibroadenoma as the most common presenting symptom. 
 
Studies done by various authors across India among urban and rural population 
reports fibroadenoma as the common benign lesion.  The reported incidence was (50% 
)Bhargava,
77
 (56.4% ) Abhijit et al
7
.,(34 37%) Shashikala et al.,
78
 (45%)  Gupta et al.
79
( 
71.4%)  Rasheed  et al
63
.and  (39.8%) Raju GC et al.
80
   
 
A prospective Cohort study by Khanzada et al.,
81
 in Pakistan and Thobhani  et  
al.
82
 in Yemen found that fibroadenoma was the common lesion with mean age of 




 in their prospective observational study on benign breast diseases 
among rural population identified 48% of their patients had fibroadenoma. Similar 
results were obtained by various authors namely Umanah et al 
83
 (54.8%), Sangma et 
al.
84
 (48%),Naveen et al.
12
 (52%), Malik et al
6
.  (49%) and Greenberg et al.
85
  (50%). 
 
This implies that the occurrence of breast lump seems to more common among 
urban than rural women and the commonly affected age group were the teens. The trend 
may be due to literacy and mass media exposure which creates awareness among the 




3.2.3 Prevalence of fibrocystic changes, nipple discharge 
A series of postmortem studies conducted yields a result that one out of two 
women had some form of fibrocystic changes. A study conducted in a tertiary hospital, 
Uganda identified 21% of women were affected with fibrocyctic disease whereas in 
Yemen the reported incidence according to Thobhani et al.,
82
 was 27.4%. Sangma et al
84
 
clinicopathological study among North Eastern population of India and Shanker et al.,
25
 
prospective observational study among rural population results were similar that 18% of 
the subjects had fibrocystic changes. 39.6% was the reported incidence by Bhupinder et 
al
17
 and Baptist SJ et al
86
 reported similar finding. Fibrocystic disease was more common 
in Khalid et al.,
87
 retrospective study whereas it is the second most common lesion in a 
clinico-pathological profile of BBD by Talpur
88
. Due to cultural, socioeconomic, 




 the incidence of nipple discharge was 8% which was 
almost similar to the study by Leis HP et al.,
90
 that the reported incidence was 9%. 
Shirish  Chandanwale  et al.
91
 study on Pattern of benign breast lesions on FNAC in 
consecutive 100 cases, Dixon  et al  and Santen RJ
92
  studies had similar findings(5%). 
Another study done by Kavasseri et al.,
30
 on profile of BBD by clinical examination 
revealed that out of 1000 women screened 0.2% women complaints of nipple discharge. 
This study shows a very low incidence because the study samples were post pubertal 
women. Another study by Akshara Gupta et al.,
61
 on clinical profile of BBD 3.75% had 
nipple discharge while Uma Krishnasamy
68






3.3 RESEARCH STUDIES RELATED TO KNOWLEDGE ON BREAST 
DISEASE  
3.3.1 Knowledge on selected breast disease 
Studies from Arab countries on women’s knowledge and attitude about breast 
disease revealed that in Qatar women had adequate knowledge about the disease which is 
significantly related to the educational status
93





 shows a contrary result that they have insufficient knowledge about breast 
disease. 
 
A cross sectional descriptive study on knowledge of breast disease among 2186 
female university students in korea displayed a medium level score (total score: 5.33 ± 
2.70) about the disease condition.
51
   Another cross sectional study on knowledge about 
breast disease at Tehran among 410 female health workers concluded that eventhough 
75% of them have heard about breast disease only 52% had overall awareness about the 
condition.
96 
 Breast Cancer awareness and screening practices among 770 Iranian women 
a population-based study was conducted and the results indicated a significant difference 
between literate and illiterate women. Providing equal opportunities is necessary in order 
to improve the health status among women.
97 
 
 Linsell et al.,
98
 conducted a survey in the United Kingdom to elicit the level of 
breast disease awareness among older women and reported that women were less aware 
about the disease condition. In another study from California among American Asian 
Indian women about breast disease knowledge, attitude and screening behaviours by 
Sadler et al,
99
 concluded that majority of the women reported that their knowledge level 
50 
 
was inadequate even though education programs being developed to promote awareness 
among women. 
 
Level of awareness regarding breast cancer was assessed among 864 kashmiri 
females, identified that majority of them had low level of awareness and suggested to 
create awareness among the general population about the disease.
50
 A community based 




 on the awareness of 
women above 30years about breast cancer and screening practices revealed that majority 
of them had heard about the disease.  
 
Pawan  Kumar  et al., conducted a study to assess the  knowledge, attitude and 
preventive practices towards breast cancer among three hundred community-dwelling 
women from rural and peri-urban neighborhoods in Medchal mandal of Andhra Pradesh 
province  concluded that the study participants had poor knowledge on  breast cancer.
100
 
Senthil kumar et al.,
101
 in their cross sectional study among women aged 30years or more 
in villupuram district on acceptance of cervical and breast cancer screening and 
awareness about the disease revealed that 70% have heard about the disease. Anantha 
Lakshmi Satyawathi et al.
102
 Study  from south India on prevention  of breast cancer says 
that  their study were in the age group of 21-40 years and 96.1% were aware about the 
disease. 
 
3.3.2 Knowledge on risk factors for breast disease 
A survey in United Kingdom on breast disease awareness among older women 
reported that the understanding of women about the risk factors was poor although they 
demonstrate awareness about the condition.
98
 Peltzer and Pengpid
103
 did a study across 
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Asia, Africa and America among 10,242 undergraduate university students in 24 
countries revealed that 35.4% were not aware of any risk factors influencing breast 
disease. 
 
A Turkish study on awareness of breast and cervical cancer risk factors and 
screening behaviours among nurses concluded that risk factors were generally well 
known except early menarche and late menopause as risk factor for breast disease.
104
 
Another study from rural area in western Turkey among women says that when women 
learn about the risk and benefits of early detection of breast cancer in their young age are 
more likely to follow screening practices.
105 
 
In a study conducted in Riyadh on knowledge on risk factors for breast disease  
identified moderate level of knowledge  among women about risk factors and protective 
factors which is been positively correlated with the educational status.
94
 A cross sectional 
survey on knowledge about risk factors among female teachers in Saudi Arabia and 
Kuwait reported knowledge on several risk factors like nulliparity, poor breast feeding, 
family history and increasing age.
106
 Data among Pakistini females yields the similar 
finding. In order to conquer the escalating burden of the disease among Saudi females’ 
public awareness interventions were considered as necessary.
107-108 
 
Study  among King Khalid University Students reported that hereditary factors, 
smoking, non lactating mothers, use of contraceptive hormones, increase fatty diet are 
the more common factors and infertility, early puberty, late delivery are less common 
factors causing breast disease.
109
  Baig et al.,
110
 did a population based survey on 
knowledge and awareness of breast cancer in Malaysia among 320 women belonging to 
52 
 
different age group and ethnicities in Sungai Petani a suburban area concluded that 
knowledge on risk factors was better among Malay women whereas Chinese women 




 studied the awareness of risk factors among North Indian 
women and found out that only few respondents were aware of risk factors like late 
marriage, obesity and late initiation or not practicing breast feeding may cause breast 
disease. Vikas Fotedar et al.,
111
 conducted a cross sectional study on knowledge of breast 
cancer risk factors among nurses in Indira Gandhi medical college, Himachel Pradesh, 





 study on determinants of awareness and practice of 
BSE among rural women in Trichy showed that early menarche, late menopause as a risk 
factor was known by one third of women and one fourth of women agreed that long term 
intake of oral contraceptives, first child birth at or above the age of 30 are risk for breast 
disease. The findings from a cross sectional study among women in Chennai conducted 
by Shalini
113
 revealed that women were aware of risk factors like nulliparity, family 
history, intake of high fatty diet, radiation exposure, obesity and prolonged horomonal 
therapy. 
 
3.3.3 Knowledge on signs and symptoms for breast disease 
 An exploratory correlational analysis among 200 Saudi women aged 20 and 
more were assessed for their awareness regarding breast cancer claimed that Saudi 
women level of awareness was inadequate and 1/8
th





 In an Iranian study
103
 on awareness of women regarding warning signs 
of breast cancer revealed that they were aware about signs such as painless lump, nipple 
retraction and bloody discharge from the nipple additionally pain in the breast, breast 






 studied about the breast disease awareness among Kuwaiti female 
school teachers revealed that lump, bloody nipple discharge, pain, sagging of breast, skin 
changes as the major signs for breast disease. Similar study carried out among female 
School teachers in Lagos reported that teachers were aware about a mass in the breast as 
the commonest recognized symptom.
115
 A study among a Nigerian population also 
reported the similar finding. 
 
The survey by Linsell et al.,
98
 in eliciting the awareness of breast disease among 
older women in United Kingdom indicated that women have some knowledge about the 
symptoms. A study among household women in Northern Ethiopia done by Befikadu 
Legesse and Teeri Gedi
116





 study on awareness of early warning signs for breast disease 
among medical students indicated that a lump in the breast may be a noticeable indicator 
but mastalgia does not always indicate the presence of cancer breast and they are also 
aware of any potential warning signs like change in skin color of the breast, bloody 
discharge from the nipple, change in the color or shape of nipple, a lump in the neck or 




Shinde SD et al.
118
 did  a community based cross sectional study among 235 
women in a suburban area of Mumbai concluded that only few women were aware of the 
signs and symptoms like change in the size and shape of the breast, discharge from the 
nipple, painless lump in the breast. 
 
A community based cross sectional study conducted by Hemalatha 
Kumarasamy
112
 among 200 rural women in Trichy on awareness level revealed that 
women were aware of common signs like breast pain, nipple discharge and lump in the 
breast. Similar findings was reported in a cross sectional study conducted by Shalini
113
 
among rural women in Chennai. 
 
3.3.4 Knowledge on management/ screening methods for breast disease 
American cancer society guidelines recommend annual Clinical Breast 
Examination(CBE) and mammography for women above 40 years. Veena KS et al
119
 in 
their study among rural women ruled out that few of them had heard about 
mammography. She further reports that in developing countries mammography practice 
was poor when compared with developed nations it is significantly higher. 
 
Yuan Huang et al.,
120
 conducted a cross sectional study among 1162 Chinese 
women regarding knowledge on breast cancer screening behavior identified women were 
interested in knowing about the screening and they found out that medical insurance 
funds to be increased so that screening attendance can be improved.  A study among 
Pakistani females concluded that only few women were aware of CBE, BSE, 
mammography and fine needle aspiration as diagnostic measures
107
 whereas a study 
55 
 
among women in Iran reported inadequate knowledge on effective screening methods 
like CBE and mammography.
114 
 
In a Malaysian study among 20 selected secondary school teachers Anderson et 
al.,
 121
 identified moderate to low level of knowledge regarding screening practices and 
concluded by stating that more efforts to be taken to increase the knowledge and to 
remove misconceptions about screening. 
 
A cross sectional study conducted by A. O. Akhigbe and V. O. Omuemu
122
 in 
Pamukkale University hospital, Denizli obtained a result that awareness of 
mammography as a screening method was found to be low whereas awareness was high 
in stating that mammography as a diagnostic method. Another cross sectional study 
carried out in Benin City among female health workers had a relatively low level of 




A cross sectional questionnaire based survey among 1750 Arabic women was 
done by Bener, Alvash,Miller and Denic
93
 ruled out a low level of knowledge about 
breast disease screening methods. Studies among Kuwaiti
95
 and Saudi Arabia
106
 female 
teachers concluded that the study samples exhibited a low level of knowledge in 
recognizing BSE and mammography as screening methods. A study among Qatar 
women identified a low level of screening rates for CBE, BSE and mammography 
whereas these being performed by young women with higher level of education.
93 
 
Arkierupaia Shadap, Maria Pais & Anusuya Prabhu
123
 descriptive study from 
Karnataka identified a low level of knowledge on mammography as a screening method. 
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In a community based cross sectional study among rural women in Trichy concluded that 
CBE was known by 36.5% women and very few women were aware of BSE, 
ultrasonogram and mammography as screening methods for breast disease.
112
 Another 
study conducted by Shalini
113
 in Chennai found that women were aware of mammogram 
as a screening tool. 
 
The pain response can be exacerbate by emotional stress Fox et al in their study 
demonstrated the benefit of relaxation therapy among women with mastalgia. 
Lazaraviciute G, Chaturvedi S
124
 in their review article have mentioned that a survey was 
done among female marathon runners in 2012 London Olympics showed that 32% of 
them experienced mastalgia however they didn’t seek medical advice and didn’t use 
simple preventive measures. This highlights the public awareness was lacking on 
mastalgia management.   
 
From the above reviews it is been concluded that the factors that may have an 
impact in the knowledge of women on various aspects of breast disease was women 
between 20-50 years, those who are married, contraceptive pill users, with a history of 
child death, women belonging to higher income group, literacy and occupation. The 
information was mainly gained through health professionals, friends/neighbors, 
TV/Radio, printed materials and awareness programs. The reason why women are not 
interested in knowing about the disease or not undergoing any screening were due to 





3.4 RESEARCH STUDIES RELATED TO PREVENTIVE STRATEGIES FOR 
BREAST DISEASE  
Caffeine is commonly listed as a causal factor for mastalgia however its 
consumption has conflicting evidence. As per the study by Minton et al.,
125
 those who 
consume excess tea and coffee has a less reporting rate of mastalgia this may be due to 
presence of methylxanthine which causes dilatation of blood vessels. Although there is a 
lack of randomized controlled trials(RCTs) evidence from  Benito-Garcia et al.,
126
study 
says that a well- fitting bra may provide a relief for mastalgia. Similar finding was 
reported by Hadi MS. 
 
Evidence from observational studies, Iowa Women’s Health Study, Nurses’ 
Health Study, National Surgical Adjuvant Breast Project P-I and STAR SERM trials 
indicates that weight loss either during pre- or post-menopausal period  reduces the risk 




Albuquerque and colleagues performed a systematic review of dietary patterns 
and breast cancer and concluded that diets with larger portion of vegetables, fruits, fish, 
soy, proper dietary fiber intake as well as Mediterranean dietary pattern are associated 




Reviewing 73 observational studies regarding association of physical activity and 
breast disease risk gave the evidence that the risk reduces by an average of 25% in pre 
and post menopausal women who performs moderate to vigorous physical activity when 
compared with inactive women. Self report questionnaires have been used to measure 
physical activity in observational studies which is the major limitation. There is a need 
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for randomized controlled trials which is quite challenging because of the expense for 
long term follow up to collect data and large sample size required.
129 
 
American Cancer Society has published guidelines
130
 in 2012 on nutrition and 
physical activity measures. Lifestyle choices recommended were  
 
i) Achieve and maintain a healthy weight throughout life 
ii) Physically active life style to be adopted 
iii) Healthy diet to be consumed, emphasizing intake of plant foods 
iv) Limiting consumption of alcohol   
 
To instill protective practices in lifestyle and to create awareness among public 
pink chain campaign to be conducted more widely and frequently.
25
 It is important that 
not only middle and late age women, even younger women after menarche should be 
aware of lifestyle prevention. 
 
3.5 RESEARCH STUDIES RELATED TO KNOWLEDGE AND PRACTICE OF 
BSE 
A simple and economical method to detect any abnormalities earlier is BSE. 
Despite the fact that there is no clear evidence about the effectiveness of doing routine 
BSE in detecting abnormalities earlier it  still act as a preventive strategy in most of the 





Study  among nurses of Ege University, Turkey, on knowledge and BSE practice 
concluded that nurses were aware of breast self examination but their practice was poor 
and very few perform BSE on monthly basis.
131
 Another Turkish study among nurses on 
awareness of breast and cervical cancer screening came to a conclusion that study 
participants identified BSE as a beneficial screening method and showed a positive 
attitude towards BSE.
104
 Similarly a descriptive correlational study from Ordu 
city,Turkey
132
 and Pinar Erbay
133
 study from western Turkey found that although women 
indicated knowledge about BSE the performance was low and very small percentage 




 study among south Asian women residing in 
Toronto found that only few women practice BSE on monthly basis. Friedman et al.,
135
 
noted that majority knew the recommended steps of BSE but their practice was poor and 
the frequently reported reason was forgetting or being too busy. Based on literature 
review on BSE practice Coleman
136
 reported that there is no strong evidence whether 
they perform the procedure correctly.  
 
In a survey conducted by Zahra Ghodsi et al
137
 about BSE practice among Iranian 
women they claimed that women practice BSE and few of them have started doing by 
20years of age. Studies from Nigeria conducted among Qena architecture and education 
students and Lagos University concluded that BSE is being practiced by the students and 
they were aware that BSE to be done on monthly basis.
138-140
 Similarly a cross sectional 
descriptive study among female University students of Korea revealed that students 





 A cross sectional survey on practice of BSE among Kuwaiti school teachers 
identified that most of them were aware about BSE but they are not aware about steps to 
practice BSE and those who knew the procedure didn’t practice.
95
 Another cross 
sectional survey among women attending Primary Health centers in Quassim region, 





A study from North western Germany found high rates of BSE and this may be 





 study among Ethiopian women yields the same result as 
level of education has a significant influence on knowledge and practice of breast self 
examination. In a study among Jordanian women’s knowledge and practice of BSE 
women who have finished their high school were knowledgeable in practicing breast self 
examination
143
 whereas study by Iam et al identified graduates has more knowledge 
about BSE in contrary study by Yucel et al states that there is no relationship between 
knowledge and educational level.  
 
Cross sectional studies done among women in a tertiary care hospital, Mumbai 
and nurses in Indira Gandhi Medical College, Shimla concluded that even though they 
have knowledge about BSE they practice BSE at least once in a year. The reason why 
they are not practicing BSE was women were not aware about the correct method.
37,114
 A 
study from Mangalore by Soumya Thomas
144
 revealed that the mean knowledge score on 




A study among female patients attending Rural Health centre, Kanchipuram 
district on knowledge, attitude and practice of BSE concluded that most of them have 
heard about BSE and very few had the practice but not on a regular basis.
145
 Similar 
study was conducted by Evangeline Mary
146
 in a tertiary care hospital, Chennai found 
that two fifth of the women were aware of BSE out of which 28% practice BSE. Those 
who practice the frequency were irregular. It is quite alarming that women undergoing 
master health check up are considered to be health conscious but their BSE practice was 
poor. Another study among South Indian population identified that eventhough women 
were aware about breast disease but their knowledge and practice towards BSE was 
fair.
147
 Similar report was yielded in Hemalatha et al.,
112
 study on determinants on 
awareness and practice of BSE among rural women in Trichy. 
   
Above reviews concluded that knowledge was gained mainly through mass 
media, friends and health care professionals. The most common reason for not 
performing BSE was lack of knowledge, laziness, forgetfulness and a lack of confidence 
in skills. Tailored health education, awareness campaigns, health promotion programs to 
be developed based on women’s health beliefs to promote BSE practice among women. 
 
3.6 RESEARCH STUDIES RELATED TO EFFECTIVENESS OF 
TECHNOLOGY ENABLED LEARNING PROGRAMME 
A randomized controlled trial was conducted on effectiveness of a nurse-
delivered breast health promotion program on breast cancer screening behaviors among 
197 non-adherent Turkish women. The outcome of the study mainly focused on the 
impact of the intervention program on their proficiency and frequency of BSE which was 
measures at three and six month’s interval. Initiation to perform BSE among women in 
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the intervention group had increased to 36.1% from baseline at three months and at six 
months interval it was 26.8%. Even though there is a decline in percentage of performers 
the overall outcome was successful in increasing the practice of BSE and enhanced their 
ability to rule out lump in the breast.
148 
 
Another study from Hong Kong led by Sophia to investigate the effectiveness of 
breast health education program among 777 women >20 years. The content was prepared 
based on the educational level and cultural background. The understanding of women 
before and after the program was found to be effective. Women were able to narrate the 
steps of BSE, how and when to perform. Most of the women state that they will share 
their gained knowledge with family, friends and ready to seek medical advice if any 
abnormalities detected. Since the study was conducted in a highly motivated area the 
researcher was unable to rule out the gap between pre and post test comparison.
149
 
Similarly Anakwenze et al.,
150
 reported statistically significant difference in women’s 
knowledge after an educational program in Jamaica and Lee-Lin et al.,
151
 in their 
randomized clinical trial among Chinese American immigrants yielded similar result 
after a breast health intervention.  
 
Shadia study among nursing students in King Abdulaziz University, Jeddah, 
Saudi Arabia noted a significant difference between the pre and post training program on 
knowledge and practice of BSE at p<0.01. 6 months follow up showed that majority 
students started practicing BSE on monthly basis. The result was similar in another study 
conducted among women in Ain Shams University, Egypt by Nadia and Magda. Also a 
study among Saudi nurses by Balkaya et al., found a significant improvement in 
Knowledge and practice of BSE and further reported that this significance may be due to 
63 
 
immediate effect of workshop. To say the effectiveness of the program knowledge 





 in their study on knowledge, attitude and practice of BSE 
among women states that significant improvement was noted in their level of knowledge. 
There was a significant difference in practice between baseline and six months. 53.6% of 
women ever practiced BSE at baseline out of which 36.3% started practicing BSE after 
six months. Lewin et al.,
154
 study to assess the effectiveness of awareness program by lay 
health workers yielded a contrary result that before intervention the knowledge (CI 95%, 
-0.77 to -0.15) and attitude 93.2% indexes were high which shows no significant 
difference after the intervention. 
A survey was carried out in Nigeria to rule out the effectiveness of Health 
Education on Breast Cancer awareness among 158 Female Undergraduates, University 
of Calabar. The results revealed that for knowledge of symptoms, risk factors of breast 
disease the chi square value of 14.5, breast cancer awareness on practice of BSE the chi 
square value was 7.85 and effectiveness of health education yielded the value of 11.27 at 
0.05 level of significance which indicates that health education has an impact in the 




Another study by Maha Mousa and Mohamed Moussa
156
 on effectiveness of 
educational program on knowledge, attitude and practice among 134 nursing students in 
Damietta and Port Said cities reported that all three domains were low before the 
intervention, three months later assessment revealed a statistically significant difference. 
This study was also done among 50 female students in Port Said governate by Mona Abd 
Elsabour
157
 on impact of health intervention program on knowledge and practice of BSE 
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using self administered questionnaire and observational checklist. Statistically significant 
difference in knowledge and practice after the intervention was identified at P <0.001. 
The researchers recommend that continuous health education programs on breast cancer 





 conducted a health education intervention study among 
250 women beneficiaries attending Ahmedabad urban health centers revealed that 
significant improvement on knowledge and practice was observed. After three months 
post test the investigator identified that 20% of women practiced BSE. Furthermore, 
Hajian  et al.,
159
 study in a semi-urban area of Madhya Pradesh, on impact of  health 
education intervention program regarding BSE by women identified that there was a 
significant improvement in the level of knowledge regarding all aspects of breast self 
examination in the intervention group. 
 
Another study conducted to assess the effectiveness of health education session 
among 30 urban slum women in New Delhi regarding women’s awareness towards 
breast disease and BSE practice using structured interview schedule. Mean knowledge 
score before intervention was 3.60 and after intervention was10.66. The intervention 
program was effective (p value = 0.00) in raising women's awareness about Breast 
disease, and of regular screening procedures. The findings of this study depicted a wide 
gap in knowledge about breast disease and its risk factors among women. Most of them 
were not aware of breast disease and breast self examination. This indicates that in spite 
of massive efforts done globally and nationally, for awareness of breast disease, 




Sudha Ramalingam et al.,
161
 in their study about effectiveness of interventional 
health education among 34 female school teachers  on  knowledge and attitude  about 
breast disease and breast self examination The scores obtained in the pre test was 16.75 
and 22.50in the post test showing a 23% increase and showed statistically significant  
difference at p<0.05.  Findings of the study revealed that health education was an 
effective strategy to empower women with knowledge and skill. They further planned to 
implement this program to all schools in their field practice and schools in rural areas. 
 
Study conducted by Amutha
162
 among 60 nursing assistant students in CSI 
Kalyani multispeciality hospital School of Nursing to assess the effectiveness of 
structured teaching program on BSE as early detection method for cancer breast using 
structured questionnaire, Likert scale and an observation checklist and concluded that 
majority of their knowledge was inadequate, had negative attitude and poor practice 
before the intervention whereas in the post test majority (96.67%) had gained 
knowledge, had favourable attitude and 86% of their practice was good. 
 
3.6 SUMMARY, GAPS IN THE EXISTING LITERATURE AND NEW 
INFORMATION’S ADDED BY THE PRESENT STUDY TO THE LITERATURE. 
3.6.1 Summary of Literature: 
Extensive review of literature was conducted under the topic of breast diseases, 
its sub components and interventions for prevention of them. Studies have showed high 
prevalence rates of benign conditions of breast than malignant conditions. Studies also 
reported that among Indian rural population the benign breast diseases are 5 to 10 times 
more common than breast cancers. The most common reasons for not doing BSE were 
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lack of knowledge and not believing in its necessity. Studies also reported that laziness, 
forgetfulness, lack of confidence in skills as a key barrier to BSE.  
 
3.6.2 Gaps in the Literature: 
Studies were mainly concentrated on malignant conditions than benign 
conditions. There were limited Indian studies on prevalence of selected breast diseases 
among rural population. Interventional studies for the rural population were also very 
much limited. Nursing studies were very minimal in Indian context. 
 
3.6.3 What will the present study add to the existing literature: 
 The study would add to the rural statistics of women at risk for breast diseases. 
The community based nursing interventions would guide the rural women to gain skill in 
practicing BSE in turn preventing breast diseases among the women in the community. 
The present study would add evidence to the Indian context and also generate evidence 





CHAPTER – 4  
MATERIALS AND METHODS 
 
RESEARCH METHODOLOGY 
The present study was conducted to evaluate the effectiveness of technology 
enabled learning programme on knowledge on prevention of selected breast diseases and 
practice on Breast Self-Examination (BSE) among women in selected villages, 
Thiruvallur District. 
 
This chapter of the study includes selection of the research design, variables, 
setting of the study, population, sample, sampling technique, sample size, development 
of tool, content validity, reliability, ethical considerations, data collection procedure and 
plan for statistical analysis.  
 
4.1 RESEARCH APPROACH   
The research approach of this study was Quantitative experimental approach. In 
this study the investigator evaluates the effectiveness of technology enabled learning 
programme on Knowledge on prevention of selected breast diseases and practice on 
Breast Self-Examination (BSE). 
 
4.2 RESEARCH DESIGN   
An experimental design was adopted in this study. The effectiveness of 
technology enabled learning programme can be proved only if there is a comparison 
between groups. Hence the investigator adopted experimental design which is depicted 
below. 
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Assessment of Knowledge 






4.3.1. Independent Variable 
Technology enabled learning programme comprising of Video assisted teaching 
on definition, causes, risk factors, signs and symptoms, diagnosis, treatment, 
complications, prevention of selected breast diseases and steps for performing Breast 
Self Examination and demonstration on performing the steps of Breast Self Examination 
using breast model 
 
4.3.2. Dependent Variables 
Referred to Knowledge on prevention of selected breast diseases and Practice on 
BSE. 
 
4.3.3. Extraneous Variables  
Extraneous variables that were identified through literature and the researchers 
experience were age, educational status, occupation, type of family, family monthly 
income, religion, marital status, clinical variables like dietary, lifestyle, medical, 
reproductive, familial and personal risk factors, BMI. 
69 
4.4 SETTING OF THE STUDY 
Omayal Achi Community Health Centre, Arakambakkam is an NGO of            
MR Omayal Achi MR Arunachalam trust. It was established in the year 1998 and 
provides basic health care services to the adopted villages. The study was conducted in 
six selected villages from among the 18 villages adopted for intensive health care 
services by Omayal Achi Community Health Centre (OACHC).  
 
The villages Guruvoyal, Lakshminathapuram, Thamaraipakkam were the 
experimental group and Kannadapalayam, Morai, vellanoor were the control group. 
These villages are located at about 5 kms radius in geographically opposite directions 
from the Omayal Achi Community Health Centre.  
 
4.5. POPULATION 
Population is the entire aggregation of all individuals with specified 
characteristics.
164
 Population comprised of target and accessible population. 
 
4.5.1. Target population  
Comprised of all women at risk aged between 20-40 years of age residing in 
villages and the investigator had chosen this for the purpose of generalization.  
 
4.5.2. Accessible population  
It refers to the aggregate of women with whom the specified criteria’s are 
conformed and accessible to the investigator. Thus the accessible population for this 
study were 400 women who were at risk aged between 20 to 40 yrs and residing in the 
six selected villages. 
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4.6. SAMPLE AND SAMPLE SIZE 
A sample is the basic element of the population about whom the information is 
collected to represent the concept of interest.
164
 The samples of the study consisted of 
women at risk aged between 20-40 years of age residing in six selected villages adopted 
by OACHC and who fulfilled the sample selection criteria. 
 
4.6.1 SAMPLE SIZE CALCULATION 
 The sample size was calculated based on the pilot study findings of knowledge 
and practice scores. The effect size derived from the pilot study was 0.35. The calculated 
sample size using the effect size of 0.35 at power 0.90 and 0.05 level of significance was 
estimated to be 173 in each group. Calculating the attrition of 15% the final sample size 
was fixed to 200 in each group. The final sample size consisted of a total of 400 women 
with 200 each in the experimental and control group. There was no attrition as all the 
women were permanent residents of the villages and with regular follow up by the 
investigator. 
 







where  Zα/2  is the critical value of the normal distribution at α/2, Zβ is the critical 
value of normal distribution at β, σ
2 
is the population variance and d is the difference we 






Table 4.6.1: Description of sample size 
Name of the village 
Total no. of 
women 
(20-40yrs) 








Guruvoyal 200 183 80 80 
Lakshminathapuram 25 20 20 20 
Thamaraipakkam 183 162 100 100 
Kannadapalayam 124 119 65 65 
Morai 198 184 68 68 
Vellanoor  115 91 67 67 
Total  845 759 400 400 
 
4.7. SAMPLING TECHNIQUE: 
  Probability sampling was undertaken wherein simple random sampling using 
lottery method was done to select 6 villages from the 18 intensive service villages and of 
which through cluster randomization the villages were grouped as experimental and 
control group.   
 
 Women who were identified with the risk in the 6 villages, who fulfilled the 
inclusion criteria and present during data collection were chosen for the study. 
 
4.8. SAMPLE SELECTION CRITERIA: 
4.8.1 Inclusion criteria: Women                                                                                                            
• who are willing to participate in the study. 
• who can understand Tamil. 
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• who attained menarche. 
• residing in selected villages.  
 
 4.8.2 Exclusion criteria: Women 
• who have been diagnosed with breast diseases and on treatment. 
• Who are mentally challenged 
• Who have limitations to use their upper limbs for doing BSE  
 
4.9. DEVELOPMENT OF THE TOOL 
The data collection instrument was prepared by the investigator after doing an 
intensive review of literature and with expert’s guidance. The tool used for the present 
study consisted of the following: 
 
4.9.1. Data Collection Tool 
Part A: Risk assessment  
Part B: Demographic and clinical variables 
Part C: Assessment of knowledge using structured interview schedule. 
Part D: Observational checklist to assess the skill 
Data collection tool consists of  
Part A: Risk assessment 
Assessing the risk of women aged between 20-40 years for breast disease using 
breast disease risk assessment tool prepared by the investigator. The tool consisted of 13 




Part B: Demographic and clinical variables 
Age, educational status, occupation, type of family, family monthly income, 
religion, marital status, clinical variables like dietary, lifestyle,  medical, reproductive, 
familial and personal risk factors, BMI.     
 
Part C: Assessment of knowledge using structured knowledge questionnaire 
The interview schedule consisted of 25 questions. This questionnaire comprised 
of questions about 
Structured knowledge questionnaire 
S.no. Dimensions No. Of questions 
1.  General information 3 
2. Possible causes / Risk factors 2 
3. Selected breast diseases  6 
4. Investigations 2 
5. Management, Home care management 4 
6. Preventive measures  8 
 Total 25 
 
Scoring key 
Each item was an objective type and closed ended with a single correct answer. 
Every correct answer was given a score of “1” mark and wrong answer was given “0” 
mark. The total score of the tool was 25. The raw score was converted to percentage to 




                                      Interpretation of Level of knowledge 
Percentage  Level of knowledge 
>75% Adequate  
75%-50% Moderately adequate 
<50% Inadequate  
 
Part D: Observational checklist to assess the skill in performing Breast Self 
Examination 
          The checklist consisted of the steps to be followed while performing Breast Self 
Examination. It consisted of 16 items and for “Yes” score of “1” was given for “No” 
score of “0” was given. The raw score was converted to percentage to interpret the level 
of practice.                  
                                      Interpretation of Level of Practice 
Percentage  Level of Practice 
>75% Good practice 
75%-50% Fair practice 
<50% Poor practice  
 
4.9.2. SECTION II- INTERVENTION TOOL (Technology Enabled Learning 
Programme) 
    The technology enabled learning programme which included: 
• Knowledge - Video assisted group teaching on definition, causes, risk factors, signs 
and symptoms, diagnosis, treatment, complications and prevention of selected breast 
diseases using laptop. 
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• Practice - Video show on the steps for performing Breast Self Examination using 
laptop. 
• Demonstration on performing the steps of  Breast Self Examination using breast 
model 
• Return demonstration on the steps of Breast Self Examination using breast model 
• Pictorial booklet for reinforcement on prevention of selected breast diseases and 
BSE. 
After the assessment of pretest level of knowledge and practice in experimental 
group the investigator created awareness among women regarding prevention of selected 
breast diseases and steps of performing BSE using the intervention package ie 
technology enabled learning programme on the same day. Video  assisted teaching was 
given regarding prevention of selected breast diseases for 45mins by gathering a small 
group of 4-5 members in a common place (Balwadi/ House) and breast self examination 
demonstration was done for 30 mins using breast model.  
 
4.10. CONTENT VALIDITY 
Content validity was obtained from 3 medical experts (Community medicine, 
Gynaecologist and Oncologist) and 7 nursing experts (Community Health Nursing, and 
Obstetrics & Gynaecology Nursing). 
 
The expert suggestions were incorporated in designing the final tool for the study 





4.11. RELIABILITY OF THE TOOL 
Reliability is the degree of consistency with which an instrument measures the 
target attribute which it is designed to measure. It is the major criterion for assessing the 




To test the reliability the tool was administered to 50 samples from selected 
villages adopted by OACHC. The reliability of the data collection tools was assessed 
using test-retest and inter-rater method and the correlation coefficient r–value obtained 
was 0.88 for the structured knowledge questionnaire and 0.86 for the observational 
checklist. These correlation coefficient values were high and hence these tools were 
reliable enough for assessing the effectiveness of technology enabled learning 
programme on Knowledge on prevention of selected breast diseases and practice on 
Breast Self-Examination (BSE) among women in selected villages, Thiruvallur District.  
 
4.12. ETHICAL CONSIDERATIONS 
 The investigator considered and followed the ethical principles throughout the 
investigation. The investigator adhered to the following actions in order to protect the 
ethical rights of the study subjects. 
a. Human rights 
1. Ethical committee approval was obtained from International Centre for 
Collaborative Research which is the official ethics review board of Omayal Achi 
College of Nursing. 
2. Written consent was obtained from the Head of the institution, and the in-charge 
of the Omayal Achi Community Health Centre (OACHC), and the village 
leaders. 
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3. Content validity was obtained from various experts in the field of Obstetrics and 
Gynaecology, Oncology and Community Health Nursing. 
b. Beneficence and Non- malficience  
4. Explained about importance of assessing the risk for breast disease and identified 
high risk subjects were referred to the hospital. 
5. The investigator explained the procedure (return demonstration of BSE using 
breast model) and nature of the study to the study subjects inorder to create 
awareness and eliminate the stigma attached to communicate breast related 
problems. 
c. Dignity  
6. Informed consent was obtained from the study subjects related to the study, 
purpose, and type of data, nature of commitments, participation and procedure. 
7. Privacy was ensured while demonstration and return demonstration of BSE. 
8. Pilot study was executed to check the feasibility and reliability. 
9. Right to withdraw/withhold information was ensured before collecting data. 
10. Investigator’s contact information was given to the study subjects. 
11. Anonymity was maintained through study process 
d. Confidentiality  
12. Confidentiality was maintained throughout the study. 
13. Informed consent was obtained from the study subjects if disclosure is necessary. 
e. Justice  
14. Control group was given the same intervention as wait list control group. 




4.13. PILOT STUDY 
 After obtaining the formal administrative approval from the Head of the 
institution, and the in-charge of the Omayal Achi Community Health Centre (OACHC), 
and the village leaders the pilot study was executed in Karani, Thootakaran street 
(experimental) and Kanniamman nagar, Vinonagar( control) 
Phase 1: Assessed the risk of women aged between 20 -40 years for breast diseases 
using breast disease risk assessment tool prepared by the investigator. 
 
Sample selection- Women who were identified with the risk in the 6 villages, who 
fulfilled the inclusion criteria and present during data collection were selected 25 
samples each in the experimental and control group respectively from the selected 
villages. 
 
Phase 2: After the brief introduction about self and the purpose of the study the data 
collection for each sample was done.  Informed consent from the samples were obtained. 
Women were made to sit comfortably in a well ventilated room. The demographic data 
was collected and the pre-test knowledge was assessed using structured knowledge 
questionnaire using interview technique and practice was assessed using observational 
checklist in experimental and control group. On the same day video assisted group 
teaching was given regarding prevention of selected breast diseases using laptop for 45 
mins and breast self examination demonstration was done for 30 mins using breast model 
to the experimental group. Samples were given pictorial booklet on prevention of 




Phase 3:  Post test on knowledge and practice was assessed.   
A similar scheme of data collection was implemented for the samples in control group 
with the exception of interventions by the investigator. After the post test same 
intervention package was executed for the control group. 
 
Major findings of the Pilot study report were 
• The risk factors identified among women revealed that most of the women 
attained menarche before 12 years in experimental group and in both the groups 
they had irregular menstrual cycle, had a history of abortion and had breastfed 
their babies <12months. Some of them had a family history of breast disease and 
breast cancer in both the groups. 
• Comparison of pre and post test level of knowledge on prevention of selected 
breast diseases show that on an average, women in the experimental group had 
gained 40.6% of knowledge score after technology enabled learning programme 
and whereas in the control group the gain score was only 4.8%. 
• Comparison of pre and post test level of practice on BSE reveals on an average, 
women in the experimental group had gained 53.2% of practice score indicating 
that technology enabled learning programme was effective and in the control 
group the gain score was only 3.5%. 
• There was a positive moderate correlation which had significant difference 
between women’s knowledge gain score and practice gain score in the 
experimental group whereas in the control group  there was an insignificant, 




The results indicated that assessment tools used, namely the risk assessment tool, 
structured interview schedule and the observational checklist were highly reliable and 
appropriate for assessing the knowledge and practice respectively. 
 
The pilot study also showed that the random sampling technique based on the set 
inclusion and exclusion criteria was appropriate for sample selection. The method of 
administering the Technology Enabled Learning Programme, the teaching methods 
selected and the proposed analytical measures were suitable for the study. 
 
4.15. DATA COLLECTION PROCEDURE: 
After obtaining formal ethical approval from the International Centre for 
Collaborative Research which is the official ethics review board of Omayal Achi College 
of Nursing, consent was obtained from the head of the institution, the in-charge of the 
Omayal Achi Community Health Centre (OACHC), and the village leaders. The 
investigator visited the villages weekly 3 days from July 2015 to June 2016. The 
investigator assured the clients that the anonymity and confidentiality will be maintained. 
 
 Probability sampling was undertaken wherein simple random sampling using 
lottery method was done to select 6 villages from the 18 intensive service villages of 
OACHC and of which through cluster randomization the villages were grouped as 
experimental and control group.   
 
Phase 1: Assessed the risk of women aged between 20 - 40 years for breast diseases 
using breast disease risk assessment tool prepared by the investigator. 
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• Sample selection- Women who were identified with the risk in the 6 villages, who 
fulfilled the inclusion criteria and present during data collection were selected 200 each 
in the experimental and control group respectively. 
Phase 2: After the brief introduction about self and the purpose of the study the data 
collection for each sample was started. Informed consent was obtained from the samples 
and they were made to sit comfortably in a well ventilated room. The demographic data 
was collected and the pre-test level of knowledge and practice was assessed using 
structured knowledge questionnaire using interview technique and observational 
checklist respectively in experimental and control group. Approximately the investigator 
collected data from 4-5 samples per day. On the same day the samples were gathered in 
small group of 4-5 members in a common place (Balwadi/ House) and video assisted 
group teaching was given regarding prevention of selected breast diseases for 45 mins 
and breast self examination demonstration was done for 30 mins using breast model to 
the experimental group. Provided the samples with pictorial booklet on prevention of 
selected breast diseases and BSE. 
Phase 3:  (1 month later)   Post test 1 level of knowledge and practice was assessed.   
Phase 4:  (3 months later) Post test 2 level of knowledge and practice was assessed.   
Phase 5:  (6 months later) Post test 3 level of knowledge and practice was assessed.   
A similar scheme of data collection was implemented for the samples in control group 
with the exception of interventions by the investigator. After the post test same 






















                                                            
  
 
               
        
 
                     









Fig 4.15: Schematic Representation of Data Collection Process 
                                                                                     
Target population (All women at risk aged between 20 to 40 years) 
Accessible population (Women at risk aged between 20 to 40 years 
residing in selected villages) 
Simple random sampling technique (Lottery Method) 
Selection of villages 
Cluster randomization 
Experimental group (200) Control group (200) 
Risk Assessment  Risk Assessment 
Pretest  
(knowledge and practice) 
Phase 1 
Phase 2 Pretest  
(knowledge and practice) 
Intervention 
Technology enabled learning 
programme 
Phase 2 
Post test (knowledge and practice) 
Phase 3 (1 month) 
Phase 4 (3 months) 
Phase 5 (6months) 
Post test (knowledge and practice) 
Phase 3 (1 month) 
Phase 4 (3 months) 
Phase 5 (6months) 
Wait list administration 
of  Technology enabled 
learning programme 
Routine Life Style 
Design: Experimental design 
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4.16. DATA ANALYSIS PROCEDURE 
Data analysis is the systematic organization and synthesis of research data and 
testing of null hypotheses using those data.   
 
Identification of risk for breast disease was assessed among 759 women and 
found that 400 women were at risk. The effectiveness of technology enabled learning 
programme was assessed among 400 women (200 each in experimental and control 
group) and was analyzed using descriptive and inferential statistics. 
 
4.16.1 Descriptive statistics  
• Frequency and percentage distribution was used to analyze the risk for breast 
disease and demographic data among women in experimental and control group. 
• Mean and standard deviation was used to assess the pre and post test level of 
knowledge and practice among women in experimental and control group. 
 
4.16.2 Inferential statistics  
• Chi square was used to associate the selected demographic variables among 
women in experimental and control group.  
• Repeated measures ANOVA was used to compare the pre and post test level of 
knowledge and practice among women within experimental and control group. 
• Student independent ‘t’ test was used to compare the pre and post test level of 
knowledge and practice among women between experimental and control group. 
• Karl Pearson correlation coefficient was used to analyze the relationship between 
the mean differed level of   knowledge on prevention of selected breast diseases 
with practice on BSE among women in experimental and control group  
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• Association of selected demographic variables with the mean differed level of   
knowledge and practice in experimental and control group was analyzed using 
oneway analysis of variance and student independent t-test.  
• Influencing factors for gain score was analysed using univariate and multivariate 
logistic regression methods and respective odds ratio with 95% confidence 








CHAPTER – 5  
DATA ANALYSIS AND RESULTS 
 
This chapter deals with analysis and interpretation of data collected to analyze the 
effectiveness of technology enabled learning programme on knowledge on prevention of 
selected breast diseases and practice on BSE. 
 
Descriptive and inferential statistics were used to analyze the data. In this study 
the risk for breast disease and demographic data among women in experimental and 
control group were presented in frequency and percentage distribution. Mean and 
standard deviation was used to assess the pre and post test level of knowledge and 
practice among women in experimental and control group. Repeated measures ANOVA 
was used to compare the pre and post test level of knowledge and practice among women 
within and between experimental and control group. Karl Pearson correlation coefficient 
was used to analyze the relationship between the mean differed level of   knowledge on 
prevention of selected breast diseases with practice on BSE among women in 
experimental and control group. Association of selected demographic variables with the 
mean differed level of   knowledge and practice in experimental and control group was 
analyzed using oneway analysis of variance and student independent t-test. Influencing 
factors for gain score was analysed using univariate and multivariate logistic regression 







ORGANIZATION AND PRESENTATION OF DATA 
The substantive summary of the analysis is organized under the following 
sections. 
 
Section 5.1: Description of risk for breast diseases among women in the 
experimental and control group. 
 
Section 5.2: Description of demographic and clinical variables of women in 
experimental and control group. 
Section 5.2.1: Distribution of demographic variables of women in the experimental and 
control group. 
Section 5.2.2: Distribution of clinical variables of women in the experimental and control 
group. 
 
Section 5.3: Assessment and comparison of pre and post test level of knowledge on 
prevention of selected breast diseases and practice on BSE among women 
Section 5.3.1 Assessment of pre-test and post test level of knowledge on prevention of 
selected breast diseases and practice on BSE among women in the experimental and 
control group. 
Section 5.3.2 Comparison of pre-test and post test level of knowledge on prevention of 
selected breast diseases and practice on BSE among women in the experimental and 
control group. 
 
Section 5.4: Effectiveness of technology enabled learning programme on knowledge 
on prevention of selected breast diseases and practice on BSE among women 
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Section 5.5: Correlation of mean differed level of knowledge with practice among 
women in the experimental and control group. 
 
Section 5.6: Association of selected demographic variables with mean differed level 
of knowledge and practice in the experimental and control group. 
Section 5.6.1: Association of selected demographic variables with mean differed level of 
knowledge in the experimental and control group. 
Section 5.6.2: Association of selected demographic variables with mean differed level of 
practice in the experimental and control group. 
 





















SECTION 5.1: DESCRIPTION OF RISK FOR BREAST DISEASES AMONG 
WOMEN IN THE EXPERIMENTAL AND CONTROL GROUP. 
Table 5.1.1: Frequency and percentage distribution of risk for breast diseases in 
experimental group villages 
N=200 
Risk factors 







n % n % n % 
Attained  menarche 
before 12yrs 




Irregular  menstrual 
cycle 
23 28.7 9 45.0 
38 38.0 
Nulliparous  women 1 01.2 1 05.0 1 01.0 
History  of abortion 11 13.7 2 10.0 10 10.0  
First  childbirth after the 
age of 30 
0 00.0 0 00.0 
0 00.0 
Oral  contraceptives 
usage 
13 16.2 2 10.0 
12 12.0 
Breast  fed your 
baby<12months 
34 42.5 9 45.0 
33 33.0 
Family  history of breast 
disease 
2 02.5 1 05.0 
3 03.0 
Family  history of breast 
cancer 
1 01.2 0 00.0 
1 01.0 
History  of breast injury 2 02.5 0 00.0 2 02.0 
Hormone  replacement 
therapy 
2 02.5 2 10.0 
2 02.0 
History  of radiological 
exposure(chest area) 
3 03.7 0 00.0 
1 01.0 
Habit  of using tobacco 2 02.5 0 00.0 0 00.0 
 
The above table revealed that the major risk identified among women in 
experimental group were most of the women attained menarche before 12 years , had 
irregular menstrual cycle, have a history of abortion and had breastfed their babies 
<12months. Very few had a family history of breast disease and breast cancer or had a 
breast injury   
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Table 5.1.2: Frequency and percentage distribution of risk for breast diseases in 










n % n % n % 
Attained  menarche before 12yrs 13 20.0 14 20.5 17 25.3 
Irregular  menstrual cycle 23 35.3 22 32.3 21 31.3 
Nulliparous  women 2 03.0 0 00.0 2 02.9 
History  of abortion 10 15.3 9 13.2 13 19.4 
First  childbirth after the age of 30 0 00.0 0 00.0 0 00.0 
Oral  contraceptives usage 9 13.8 10 14.7 13 19.4 
Breast  fed your baby<12months 31 47.6 20 29.4 33 49.2 
Family  history of breast disease 3 04.6 2 02.9 3 04.4 
Family  history of breast cancer 1 01.5 1 01.4 1 01.4 
History  of breast injury 2 03.0 2 02.9 2 02.9 
Hormone  replacement therapy 3 04.6 2 02.9 2 02.9 
History  of radiological exposure(chest 
area) 
2 03.0 1 01.4 3 04.4 
Habit  of using tobacco 1 01.5 1 01.4 2 02.9 
 
The above table revealed that the major risk identified among women in control 
group were most of the women attained menarche before 12 years , had irregular 
menstrual cycle, have a history of abortion and had breastfed their babies <12months. 










Table 5.1.3: Overall frequency and percentage distribution of risk for breast 
diseases in experimental and control group  







Two sample Binomial 
Proportion test 
n % n % 
Attained  menarche before 
12yrs 
42 21.0 44 22.0 Z=0.37 P=0.70 
Irregular  menstrual cycle 70 35.0 66 33.0 Z=0.41 P=0.67 
Nulliparous  women 3 01.5 4 02.0 Z=0.37 P=0.70 
History  of abortion 23 11.5 32 16.0 Z=1.30 P=0.19 
First  childbirth after the age of 
30 
0 0.00 0 00.0 Z=0.00 P=1.00 
Oral  contraceptives usage 27 13.5 32 16.0 Z=0.92 P=0.35 
Breast  fed your 
baby<12months 
76 38.0 84 42.0 Z=0.81 P=0.41 
Family  history of breast 
disease 
6 03.0 8 04.0 Z=0.53 P=0.58 
Family  history of breast cancer 2 01.0 3 01.5 Z=0.44 P=0.63 
History  of breast injury 4 02.0 6 03.0 Z=0.64 P=0.52 
Hormone  replacement therapy 6 03.0 7 03.5 Z=0.26 P=0.67 
History  of radiological 
exposure (chest area) 
4 02.0 6 03.0 Z=0.64 P=0.52 
Habit  of using tobacco 2 01.0 4 02.0 Z=0.82 P=0.41 
 
The above table revealed that most of the women attained menarche before 12 
years and had irregular menstrual cycle in both the groups, have a history of abortion and 
had breastfed their babies <12months. Few of them had a family history of breast disease 
and breast cancer in both the groups. 
 
5.1.1-5.1.3 Tables described the breast disease risk among women in 
experimental and control group.  
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SECTION 5.2: DESCRIPTION OF DEMOGRAPHIC VARIABLES OF WOMEN 
IN EXPERIMENTAL AND CONTROL GROUP. 
Section 5.2.1: Distribution of demographic variables of women in the experimental 
and control group. 
Table 5.2.1(a): Frequency and percentage distribution of demographic variables 
age, education, occupation, religion in the experimental and control group.     









n % n % 
Age in years 






26- 30  63 31.5 66 33.0 
> 30  76 38.0 70 35.0 
Education 






Higher Secondary 22 11.0 23 11.5 
High School 23 11.5 30 15.0 
Middle School 54 27.0 42 21.0 
Primary School 62 31.0 61 30.5 

















Semi Profession 5 02.5 7 03.5 
Clerical, shop-owner, 
farmer 
4 02.0 6 03.0 
Skilled worker 6 03.0 8 04.0 
Semi-skilled worker 28 14.0 22 11.0 
Unskilled worker 51 25.5 47 23.5 
House wife 94 47.0 96 48.0 















Christian 25 12.5 32 16.0 
Muslim 9 04.5 8 04.0 
Not significant P >0.05   
 
The table given above revealed that most of the women in both the groups were 
aged more than 30 years, completed primary school, were house wife and belonged to 
Hindu religion.  
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Table 5.2.1(b): Frequency and percentage distribution of demographic variables 
income, marital status, family type, previous source of information in the 
experimental and control group.                  
                                                                                                                           N=400                                    
Demographic Variables 
Group 





n % n % 














8000-17,000 57 28.5 60 30.0 
4000-8000 83 41.5 87 43.5 
2000- 4000 57 28.5 49 24.5 
Marital status 





DF=1 NS Others 5 02.5 3 01.5 
Family Type 






Joint family 68 34.0 62 31.0 
Extended family 3 01.5 4 02.0 














DF=1 NS No 175 87.5 171 85.5 
If yes -Source of information 





Friends / Relatives 1 04.0 3 10.3 
Radio / TV 17 68.0 12 41.5 
Health professionals 4 16.0 7 24.1 
Not significant P >0.05   
 
The above table revealed that most of the women in both the groups earned a 
family income of Rs.4000- 8000, were married, lived in a nuclear family and had not 
received information regarding breast diseases.  
 
All the above variables in table 5.2.1(a) and (b) showed no statistical 
significance, when compared between the two groups using chi square test, thus 





SECTION 5.2.2: DISTRIBUTION OF CLINICAL VARIABLES OF WOMEN IN 
THE EXPERIMENTAL AND CONTROL GROUP. 
Table 5.2.2(a): Frequency and percentage distribution of dietary risk factors in 
experimental and control group.                                                                                                       
                                                                                                                                  N=400                           
Dietary risk factors 
GROUP 





















Non vegetarian 174 87.0 179 89.5 
















Two 37 21.3 43 24.0 















 No 7 03.5 9 04.5 















Three 51 26.5 47 24.7 
Four 2 01.0 2 01.0 
Not significant P >0.05   
 
 
The above tables revealed that majority of the women in both the groups were 
non vegetarians and used to eat once a week and they have the habit of drinking coffee 






Table 5.2.2(b): Frequency and percentage distribution of lifestyle risk factors in 
experimental and control group. 
                                                                                                                              N=400 
Lifestyle risk factors 
Group 




n % n % 














DF=1 NS Yes 163 81.5 153 76.5 
Hrs/day(if yes) 














7 -9 hours 54 33.1 48 31.4 
>9 hours 56 34.4 57 37.2 





























DF=1 NS Three 6 46.2 6 42.9 














DF=1 NS Yes 8 04.0 7 03.5 
Days/week(if yes) 




























DF=1 NS Yes 2 01.0 4 02.0 





No 200 100.0 200 100.0 














DF=1 NS No 193 96.5 192 96.0 
If , Yes 













DF=1 NS Monthly once 1 14.3 2 25.0 
Job shift Pattern 











The above table revealed that most of the women in both the groups don’t have 
the habit of wearing brassier, using deodorants, doing exercise, tobacco chewing, 
smoking, alcohol consumption and doing BSE. They don’t have any shift pattern in their 






























Table 5.2.2(c): Frequency and percentage distribution of medical risk factors in 





Chi square test Experimental(n=200) Control(n=200) 





















Yes 4 02.0 6 03.0 
If, Yes 







































Yes 6 03.0 7 03.5 
If, Yes 




























DF=1 NS Yes 4 02.0 6 03.0 
If, Yes 













DF=1 NS 3 -4 years 2 50.0 2 33.3 
Antidepressants 






Not significant P >0.05   
 
The above table revealed that most of the women in both the groups have not 
been exposed to radiation, only few have underwent hormone replacement therapy and 







Table 5.2.2(d): Frequency and percentage distribution of reproductive risk factors 
in experimental and control group.  
                 N=400 
Reproductive  risk 
factors 
Group 
Chi square test Experimental (n=200) Control (n=200) 
n % n % 
Age at menarche(yrs) 













13 -14 105 52.5 113 56.5 















DF=1 NS Irregular 70 35.0 66 33.0 



















2- 3  64 91.4 63 95.5 
Age at marriage(yrs) 













21 -25  92 46.0 92 46.0 
26 -30  19 09.5 18 09.0 
Parity 




Multipara 9 04.5 10 05.0 
Nullipara 24 12.0 33 16.5 


















DF=2 NS 21-25  82 46.6 77 46.1 




























Oral pills 27 87.0 32 84.2 
Natural methods 2 06.5 3 07.9 
Contraception duration 












DF=1 NS 1 -2 years 13 69.5 26 68.5 
Not significant P >0.05     
The above table revealed that most of the women in both the groups have attained 
menarche at 13-14 yrs and had regular menstrual cycle. Most of the women got married 
at the age of 21-25 yrs in experimental and control group and were primiparous gave 




Table 5.2.2(d): Frequency and percentage distribution of reproductive  risk factors 






Chi square test Experimental(n=200) Control(n=200) 















DF=1 NS No 64 73.6 69 68.3 
Abortion Type 



































DF=1 NS No 24 12.0 33 16.5 
Breast feeding 
Duration(in months) 

















DF=2 NS 6 -12 months 43 24.4 33 19.8 















DF=1 NS Yes 2 01.0 2 01.0 
Infertility Duration 



























Not significant P >0.05   
 
The above table revealed that few of the women in both the groups had missed 
abortion for 1-2times, most of the women had breastfed their babies for more than 






Table 5.2.2(e): Frequency and percentage distribution of familial and personal risk 
factors in experimental and control group. 
                                                                                                                                    N=400 
Familial and personal 
risk  factor 
Group 
Chi square test Experimental(n=200) Control(n=200) 
n % n % 




















NS Yes 6 03.0 8 04.0 







































Yes 2 01.0 3 01.5 














































Stomach 2 50.0 1 33.3 
















No 199 99.5 198 99.0 



















No 196 98.0 194 97.0 



















No 198 99.0 197 98.5 
Not significant P >0.05   
The above table revealed that most of the women in both the groups don’t have 
the familial and personal risk factors like family history of breast disease, breast cancer, 
breast surgery, injury to the breast and thyroid disorder. All the above clinical variables, 
when compared between the two groups using chi square test, showed no statistical 
significance, thus indicating homogeneity between groups. 
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SECTION 5.3: ASSESSMENT AND COMPARISON OF PRE AND POST TEST 
LEVEL OF KNOWLEDGE ON PREVENTION OF SELECTED BREAST 
DISEASES AND PRACTICE ON BSE AMONG WOMEN 
Table 5.3.1(a): Frequency and percentage distribution of knowledge items in 
experimental group. 











n % n % n % n % 
The texture of breast skin should be 
smooth 
90 45.0 170 85.0 180 90.0 187 93.5 
Both the breast should appear symmetrical 60 30.0 134 67.0 142 71.0 157 78.5 
Breast disease means group of disorder 
causing changes in glandular and 
connective tissue 
76 38.0 128 64.0 130 65.0 145 72.5 
Breast disease is most common among  
Nullipara  
45 22.5 130 65.0 136 68.0 149 74.5 
First child at or above the age of 30 
increases the risk for breast disease  
55 27.5 160 80.0 168 84.0 182 91.0 
Cyclical and non-cyclical are the types of 
breast pain 
50 25.0 121 60.5 133 66.5 148 74.0 
Red colour discharge from the nipple is 
more significant 
67 33.5 130 65.0 140 70.0 155 77.5 
Galactorrhoea means milky nipple 
discharge 
63 31.5 156 78.0 164 82.0 177 88.5 
Firm ,Painless lump with distinct borders 
is the specific symptom for fibroadenoma 
42 21.0 154 77.0 162 81.0 175 87.5 
Fluid filled sac within the breast is known 
as breast cysts 
52 26.0 166 83.0 175 87.5 188 94.0 
Benign painful lumps are the effects of 
fibrocystic breast  
62 31.0 154 77.0 162 81.0 177 88.5 
Breast Self Examination is the easiest 
method to identify breast disease  
75 37.5 115 62.5 123 61.5 140 70.0 
Mammography means examination of the 
breast by x-ray 
68 34.0 116 58.0 122 61.0 132 66.0 













n % n % n % n % 
supplementation is the medical treatment 
for breast disease 
Low carbohydrate, low fat, fruits and 
vegetables rich in antioxidants are the type 
of diet which is advisable to prevent breast 
disease 
46 23.0 134 67.0 142 71.0 154 77.0 
Limiting caffeine intake and use of firm 
supportive bra are the lifestyle factors 
which could prevent breast disease 
44 22.0 145 72.5 153 76.5 162 81.0 
Use of hot or cold compress is the home 
remedy for mastalgia 
44 22.0 148 74.0 154 77.0 163 81.5 
The purpose of performing Breast Self 
Examination is to become familiar with 
one’s own breast and identifying any 
changes 
62 31.0 138 69.0 146 73.0 162 81.0 
The correct age to perform Breast Self 
Examination is 20yrs 
67 33.5 138 69.0 146 73.0 162 81.0 
Breast Self Examination means standing 
in front of the mirror and looking at the 
breast and feeling the breast with finger 
pads for any changes 
74 37.0 114 57.0 125 62.5 144 72.0 
The correct day to perform Breast Self 




46 23.0 134 67.0 146 73.0 159 79.5 
One with irregular periods should examine 
the breast on the same day every month 
76 38.0 138 69.0 143 71.5 156 78.0 
Observation and palpation of the breasts is 
the correct technique of performing breast 
self examination 
50 25.0 133 66.5 141 70.5 158 79.0 
The findings to be noted while performing 
BSE is shape, size, nipple discharge 
 
 













n % n % n % n % 
While performing breast self examination 
the room should be well ventilated and 
bright 
60 30.0 134 67.0 142 71.0 159 79.5 
 
The above table depicted the item wise analysis of knowledge level of women 
and shows that in the pretest only few women had knowledge regarding the general 
information, selected breast diseases, preventive measures and most of the women were 
aware of the risk factors causing the disease whereas in the post test most of the women 





























Table 5.3.1(b): Frequency and percentage distribution of knowledge items in 
control group.  











n % n % n % n % 
The texture of breast skin should be 
smooth 
87 43.5 88 44.0 92 46.0 95 47.5 
Both the breast should appear 
symmetrical 
75 37.5 74 37.0 78 39.0 81 40.5 
Breast disease means group of disorder 
causing changes in glandular and 
connective tissue 
79 39.5 81 40.5 85 42.5 88 44.0 
Breast disease is most common among  
Nullipara  
52 26.0 52 26.0 55 27.5 59 29.5 
First child at or above the age of 30 
increases the risk for breast disease  
62 31.0 62 31.0 66 33.0 72 36.0 
Cyclical and non-cyclical are the types 
of breast pain 
52 26.0 52 26.0 56 28.0 64 32.0 
Red colour discharge from the nipple is 
more significant 
71 35.5 71 35.5 75 37.5 80 40.0 
Galactorrhoea means milky nipple 
discharge 
70 35.0 71 35.5 75 37.5 80 40.0 
Firm ,Painless lump with distinct 
borders is the specific symptom for 
fibroadenoma 
46 23.0 47 23.5 51 25.5 58 29.0 
Fluid filled sac within the breast is 
known as breast cysts 
60 30.0 57 28.5 61 30.5 67 33.5 
Benign painful lumps are the effects of 
fibrocystic breast  
65 32.5 66 33.0 70 35.0 77 38.5 
Breast Self Examination is the easiest 
method to identify breast disease  
70 35.0 70 35.0 74 37.0 77 38.5 
Mammography means examination of 
the breast by x-ray 
63 31.5 63 31.5 67 33.5 70 35.0 
Simple analgesia, vitamin E 
supplementation is the medical 
treatment for breast disease 













n % n % n % n % 
Low carbohydrate, low fat, fruits and 
vegetables rich in antioxidants are the 
type of diet which is advisable to 
prevent breast disease 
50 25.0 50 25.0 54 27.0 57 28.5 
Limiting caffeine intake and use of firm 
supportive bra are the lifestyle factors 
which could prevent breast disease 
49 24.5 52 26.0 56 28.0 61 30.5 
Use of hot or cold compress is the home 
remedy for mastalgia 
50 25.0 52 26.0 56 28.0 61 30.5 
The purpose of performing Breast Self 
Examination is to become familiar with 
one’s own breast and identifying any 
changes 
64 32.0 64 32.0 68 34.0 76 38.0 
The correct age to perform Breast Self 
Examination is 20yrs 
69 34.5 69 34.5 72 36.0 75 37.5 
Breast Self Examination means 
standing in front of the mirror and 
looking at the breast and feeling the 
breast with finger pads for any changes 
75 37.5 72 36.0 75 37.5 78 39.0 
The correct day to perform Breast Self 




47 23.5 44 22.0 48 24.0 55 27.5 
One with irregular periods should 
examine the breast on the same day 
every month 
74 37.0 75 37.5 78 39.0 85 42.5 
Observation and palpation of the breasts 
is the correct technique of performing 
breast self examination 
63 31.5 61 30.5 64 32.0 67 33.5 
The findings to be noted while 
performing BSE is shape, size, nipple 
discharge 
56 28.0 56 28.0 60 30.0 67 33.5 
While performing breast self 
examination the room should be well 
ventilated and bright 
62 31.0 62 31.0 65 32.5 68 34.0 
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The above table depicted the itemwise analysis of knowledge level of women and 
shows that in the pretest and post test only few women had knowledge regarding the 
general information, selected breast diseases, preventive measures and were aware of the 
risk factors causing the disease. 
                                                                                                                                           



































    N = 200   
 
Fig.5.3.1 (a): Frequency and percentage distribution of Pre and Post test level of knowledge on Prevention of Selected Breast Diseases 
among women in experimental group (Domain wise analysis). 
The above figure represents the level of knowledge among women in experimental group and shows that it was inadequate in pretest and 
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Fig.5.3.1 (b): Frequency and percentage distribution of Pre and Post test level of knowledge on Prevention of Selected Breast Diseases 
among women in control group (Domain wise analysis) 
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Table 5.3.1(c): Overall frequency and percentage distribution of pre test and post 
test level of knowledge on prevention of selected breast diseases among women in 
the experimental and control group. 
N=400 
Assessment Level of Knowledge 
Group 
Experimental (N=200) Control (N=200) 
n % n % 
Pre test Inadequate 197 98.5 195 97.5 
Moderately adequate 3 01.5 5 02.5 




 Month  
Inadequate 29 14.5 194 97.0 
Moderately adequate 123 61.5 6 03.0 
Adequate 48 24.0 0 00.0 
3rd Month Inadequate 12 06.0 190 95.0 
Moderately adequate 106 53.0 10 05.0 
Adequate 82 41.0 0 00.0 
6
th
 Month  Inadequate 0 00.0 187 93.5 
Moderately adequate 72 36.0 13 06.5 
Adequate 128 64.0 0 00.0 
 
The above table revealed that in  the  pre test the knowledge level among women 
in the experimental group regarding prevention of breast disease was found to be 
inadequate indicating the need for education for the women whereas in the post-test 
conducted after one, three and six month’s majority of women had gained knowledge on 









Table 5.3.1(d): Frequency and percentage distribution of pretest and posttest level 
of practice among women in experimental group.  
                                                         N=200 
Steps in BSE 








n % n % n % n % 
Privacy 27 13.5 84 42.0 101 50.5 137 68.5 
Does the procedure in good light 27 13.5 84 42.0 101 50.5 137 68.5 
Position :  Stands in front of the 
mirror 
27 13.5 116 58.0 129 64.5 160 80.0 
Inspection 
Checks the size of the both breasts 27 13.5 144 72.0 153 76.5 174 87.0 
Checks the shape of the both breasts 38 19.0 129 64.5 140 70.0 167 83.5 
Checks the nipple for retraction 38 19.0 129 64.5 140 70.0 167 83.5 
Palpation standing 
Keeps one arm behind the head 38 19.0 133 66.5 142 71.0 155 77.5 
Palpate the right breast with left 
hand’s palmer surface of the middle 
three fingers in all areas in a circular 
manner 
28 14.0 145 72.5 152 76.0 167 83.5 
Palpates the armpit for any swelling 36 18.0 170 85.0 175 87.5 186 93.0 
Repeats the same procedure to the left 
breast and armpit 
36 18.0 183 91.5 186 93.0 193 96.5 
Palpation lying down 
Lies down on a flat surface and put a 
pillow under the shoulder and place 
the left arm behind the head 
35 17.5 183 91.5 186 93.0 193 96.5 
With the right hand’s palmer surface 
of the middle three fingers palpate the 
left breast in all areas in a circular 
manner 
41 20.5 135 67.5 145 72.5 168 84.0 
Palpate the left armpit for any 
swelling 
33 16.5 135 67.5 145 72.5 168 84.0 
Repeat the same with the left hand’s 
palmer surface to the right breast and 
right armpit 
22 11.0 122 61.0 134 67.0 161 80.5 
Gently compress the nipple between 
the thumb and forefingers and looks 
for discharge. 
22 11.0 107 53.5 121 60.5 154 77.0 





The above table shows that in the pretest only few women had the skill to 
perform Breast Self Examination as per the steps whereas in the post test majority of the 
women developed skill in performing BSE as per steps in the experimental group 
indicating that technology enabled learning programme empowered the women with the 









































Table 5.3.1(e): Frequency and percentage distribution of pretest and posttest level 
of practice among women in control group. 
                                                              N=200 










n % n % n % n % 
Privacy 24 12.0 25 12.5 24 12.0 25 12.5 
Does the procedure in good light 24 12.0 26 13.0 24 12.0 26 13.0 
Position :  Stands in front of the 
mirror 
27 13.5 30 15.0 28 14.0 30 15.0 
Inspection 
Checks the size of the both breasts 27 13.5 30 15.0 28 14.0 30 15.0 
Checks the shape of the both breasts 37 18.5 41 20.5 39 19.5 41 20.5 
Checks the nipple for retraction 37 18.5 42 21.0 40 20.0 42 21.0 
Palpation standing 
Keeps one arm behind the head 37 18.5 48 24.0 41 20.5 48 24.0 
Palpate the right breast with left 
hand’s palmer surface of the middle 
three fingers in all areas in a circular 
manner 
27 13.5 37 18.5 30 15.0 37 18.5 
Palpates the armpit for any swelling 33 16.5 44 22.0 35 17.5 44 22.0 
Repeats the same procedure to the 
left breast and armpit 
33 16.5 42 21.0 37 18.5 42 21.0 
Palpation lying down 
Lies down on a flat surface and put a 
pillow under the shoulder and place 
the left arm behind the head 
33 16.5 43 21.5 36 18.0 43 21.5 
With the right hand’s palmer surface 
of the middle three fingers palpate 
the left breast in all areas in a circular 
manner 
46 23.0 59 29.5 50 25.0 59 29.5 
Palpate the left armpit for any 
swelling 
36 18.0 45 22.5 38 19.0 45 22.5 
Repeat the same with the left hand’s 
palmer surface to the right breast and 
right armpit 
32 16.0 45 22.5 33 16.5 45 22.5 
Gently compress the nipple between 
the thumb and forefingers and looks 
for discharge. 
32 16.0 43 21.5 32 16.0 43 21.5 
Records the findings 20 10.0 33 16.5 22 11.0 33 16.5 
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The above table shows that in the pretest and posttest only few women had the 
skill to perform Breast Self Examination as per the steps in control group indicating that 

































Table 5.3.1(f): Overall frequency and percentage distribution of post test level of 
practice on BSE among women in the experimental and control group. 
N=400 
Assessment Level of Practice 
Group 
Experimental (n=200) Control (n=200) 
n % n % 
Pre test Poor 183 91.5 178 89.0 
Fair 17 08.5 22 11.0 
Good 0 00.0 0 00.0 




Poor 28 14.0 174 87.0 
Fair 52 26.0 26 13.0 
Good 120 60.0 0 00.0 
3
rd
 Month Poor 23 11.5 171 85.5 
Fair 44 22.0 29 14.5 
Good 133 66.5 0 00.0 
6
th
 Month Poor 0 00.0 166 83.0 
Fair 39 19.5 34 17.0 
Good 161 80.5 0 0.00 
 
 
The above table revealed that in the pre-test the level of practice on BSE among 
women in the experimental and control group was poor indicating the need to improve 
the skill among women regarding BSE whereas in the post-test conducted after one, 
three and six month’s interval, skill in performing BSE was good among women in the 









     
Section 5.3.2 Comparison of pre-test and post test level of knowledge on prevention 
of selected breast diseases and practice on BSE among women in the experimental 
and control group. 
                                N=400 
 
Fig.5.3.2(a): Comparison of pre test and post test level of knowledge on prevention 
of selected breast diseases among women in experimental and control group. 
 
This graph showed that women in the experimental group gained more 
knowledge on prevention of selected breast diseases in comparison to women in the 
control group thereby indicating that technology enabled learning programme enhanced 


















































                                                                                                                  N=400 
 
 




 month and 6
th
 
month) level of practice on BSE among women in experimental and control group. 
 
The above line graph showed that women in the experimental group had gained 
skill in doing BSE when compared to women in the control group indicating the 
effectiveness of technology enabled learning programme in improving the skill among 
women. 
 
5.3.1-5.3.2(b) tables and figures inferred the assessment and comparison of pre 
and post test level of knowledge on prevention of selected breast diseases and practice on 









































SECTION 5.4: EFFECTIVENESS OF TECHNOLOGY ENABLED LEARNING 
PROGRAMME ON KNOWLEDGE ON PREVENTION OF SELECTED BREAST 
DISEASES AND PRACTICE ON BSE AMONG WOMEN 
Table 5.4.1: Comparison of pre test and post test mean knowledge score on 
prevention of selected breast diseases among women in experimental group. 

















Mean SD Mean SD Mean SD Mean SD 
General 






































**Highly significant at P≤0.01   *** very highly significant at   P≤0.001 
 
The above table revealed that in the post-test a statistically very high level of 
significance was identified using repeated measures ANOVA at p ≤0.001. This showed 
that women in the experimental group gained knowledge on prevention of selected breast 












Table 5.4.2:  Comparison of pre test and post test mean knowledge score on 
prevention of selected breast diseases among women in control group. 
                  N=200 
Not significant P >0.05    
 
 The above table revealed that in the post-test there was no statistically significant 
difference identified among women regarding their knowledge in the control group using 





























Mean SD Mean SD Mean SD Mean SD 
General 
information 
1.03 0.91 1.05 0.90 1.09 0.91 1.13 0.93 0.10 F=2.48P=0.11 
Possible 
causes  




1.64 1.10 1.68 1.11 1.74 1.11 1.87 1.23 0.23 F=2.73P=0.10 
Investigations 0.69 0.51 0.76 0.55 0.78 0.54 0.81 0.60 0.12 F=3.70P=0.06 
Management 0.45 0.50 0.45 0.50 0.48 0.50 0.51 0.58 0.06 F=0.90P=0.30 
Home care 
management 
1.06 0.70 1.08 0.76 1.12 0.76 1.18 0.79 0.12 F=2.88P=0.10 
Preventive 
measures 
2.02 0.90 2.08 0.90 2.11 0.90 2.25 0.90 0.23 F=3.46P=0.08 








 month and 6
th
 
month) mean practice score on BSE among women in experimental and control 
group.  















Mean ±SD Mean ±SD Mean ±SD 
Experimental 2.46±2.68 10.47±2.96 11.30±3.31 13.17±3.23 
F=786.12P=0.001*** 
(s) 
Control 2.53±2.77 2.69±2.85 2.83±2.82 3.16±2.87 
F=3.59 P-0.07 
***Very  highly significant at   P≤0.001 
 
The above table shows the comparison of pre and post test practice score which 
was calculated using ANOVA. Statistically there was a very highly significant difference 
at p<0.001 in experimental group whereas in the control group there was no significant 
difference. This showed that technology enabled learning programme and demonstration 














Table 5.4.4: Overall comparison of pre-test and post test mean knowledge score on 
prevention of selected breast diseases and practice on BSE among women in 
experimental and control group.                                                                                                                   
















Mean ±SD Mean ±SD Mean ±SD Mean ±SD 
Knowledge 












Control 2.53±2.77 2.69±2.85 2.83±2.82 3.16±2.87 
F=3.70 
P-0.06 
***Very  highly significant at   P≤0.001    
 
The above table shows the comparison of pre and post test knowledge and 
practice score which was calculated using ANOVA. Statistically there was a very highly 
significant difference at p<0.001 in experimental group indicating that technology 














Table 5.4.5: Comparison of pretest and post test mean knowledge score among 
women between experimental and control group. 
 









Experimental (n=200) Control (n=200) 
Mean     SD Mean SD 
Pre test 7.62 2.16 7.81 2.19 0.19 
t = 0.85 
p= 0.39 
Post test 
1st  month 
17.45 3.37 8.04 2.29 9.41 





 month 18.43 3.94 8.28 2.30 10.15 





 month 20.09 2.79 8.87 2.75 11.22 
t = 41.26 
p= 0.001*** 
(S) 
***Very  highly significant at   P≤0.001 
 
Table 5.4.5 shows the comparison of pre and post test mean knowledge score 
between experimental and control group which was calculated using student 
independent‘t’ test. There was a gradual increase in the mean difference and the 
calculated ‘t’ value shows a high significant difference at  P≤0.001.This indicates that 
technology enabled learning programme was effective in enhancing the knowledge 







                                                                                                                   N=400 
 
 
Fig 5.4.5 (a): Comparison of pre-test and post test level of knowledge on prevention 
of selected breast diseases among women between experimental and control group. 
 
The above figure presented the box plot comparing the pre and post test level of 
knowledge between experimental and control group. There was a statistical significant 
difference identified among the experimental group after the intervention whereas no 

































Table 5.4.6: Comparison of pre test and post test mean practice score on BSE 










Experimental (n=200) Control (n=200) 
Mean     SD Mean SD 
Pre test 2.46 2.68 2.53 2.77 0.07 
t = 0.57 
p= 0.56 
Post test 
1st  month 
10.47 2.96 2.69 2.85 7.78 





 month 11.30 3.31 2.83 2.82 8.47 





 month 13.17 3.23 3.16 2.87 10.01 
t = 31.45 
p= 0.001*** 
(S) 
***Very  highly significant at   P≤0.001    
 
Table 5.4.6. shows the comparison of pre and post test mean practice score 
among women between experimental and control group which was calculated using 
student independent post test. There was a significant improvement in the skill on 
performing BSE among women after the intervention. The calculated‘t’ value shows a 
highly significant difference at  P≤0.001. This indicates that technology enabled learning 
programme was  effective and the demonstration using breast model was more effective 








SECTION 5.5: CORRELATION OF MEAN DIFFERED KNOWLEDGE SCORES 
WITH PRACTICE SCORES AMONG WOMEN IN THE EXPERIMENTAL AND 
CONTROL GROUP. 
Table 5.5.1:  Correlation of mean differed knowledge scores with practice scores 






















Not significant P >0.05   *** very highly significant at   P≤0.001    
 
The above table depicts the correlation of mean differed knowledge score with 
practice scores, analyzed using Karl Pearson’s correlation coefficient. The analysis 
revealed a moderate positive correlation at P≤0.001 level significant among women in 
experimental group. This indicates that when knowledge increases their practice also 
increases moderately. In the control group insignificant positive poor correlation was 







SECTION 5.6: ASSOCIATION OF SELECTED DEMOGRAPHIC VARIABLES 
WITH MEAN DIFFERED KNOWLEDGE SCORES AND PRACTICE SCORES 
IN THE EXPERIMENTAL AND CONTROL GROUP. 
Section 5.6.1: Association of selected demographic variables with mean differed 
knowledge scores in the experimental and control group. 
Table 5.6.1(a): Association of selected demographic variables with knowledge gain 
score among women in the experimental group                                                                                        





Knowledge gain score Oneway 
ANOVA F-
test/t-test 
Pretest Posttest Gain score 
Mean SD Mean SD Mean SD 
Age in years 















P=0.01**(s) 26- 30  63 7.90 2.15 20.44 2.95 12.54 2.74 
> 30  76 7.57 2.21 20.73 2.66 13.16 3.58 
Education 
 Graduate and above 




 Higher Secondary 22 7.77 2.31 21.24 2.53 13.47 2.52 
 High School 23 7.22 2.45 20.00 1.93 12.78 2.26 
 Middle School 54 7.22 2.45 18.78 1.93 11.56 2.06 
 Primary School 62 7.59 2.04 18.45 3.63 10.86 3.14 




























8000-17,000 57 7.49 2.28 20.67 2.22 13.18 2.41 
4000-8000 83 7.87 2.20 20.27 2.97 12.40 2.82 
2000- 4000 57 7.35 2.00 18.39 2.76 11.04 2.15 
Family Type 
 Nuclear family 129 7.91 2.17 20.05 3.01 12.15 2.97 F=4.41 
P=0.01**(s)  Joint family 68 7.10 2.10 20.29 2.27 13.19 2.30 
 Extended family 3 7.00 .00 17.00 2.65 10.00 2.65 
Previous knowledge 
 Yes 25 7.64 2.29 21.36 2.61 13.72 2.81 
t=2.46 
P=0.01**(s) 
 No 175 7.62 2.15 19.91 2.78 12.29 2.77 
Not significant P >0.05    ** highly significant at P≤0.01  *** very highly significant 
at   P≤0.001    
 
The above table shows the association between knowledge gain score and 
demographic variables among women in the experimental group. Women aged more 
than 30 years, graduate, having monthly income of Rs.8000-17,000, living in joint family 
and with previous source of information have gained knowledge than others. The above 
mentioned variables showed high and very high level of significance at p≤0.01 and 0.001 
with the gain score when computed using  F test / t test. 
120 
 
Table 5.6.1(b): Association of clinical variable (women reproductive risk factors) 






Knowledge gain score Oneway 
ANOVA F-
test/t-test 
Pretest Posttest Gain score 
Mean SD Mean SD Mean SD 
Age at 
menarche(yrs) 
























(s) 13 -14  105 7.77 2.30 20.45 2.74 12.68 2.70 




















































































 No 29 11.00 2.01 23.00 2.05 12.00 2.17 
 
* significant at P≤0.05  ** highly significant at P≤0.01  *** very highly significant at   
P≤0.001 
 
The above table shows the association between knowledge gain score and women 
clinical variables. Women who attained menarche between 15 to 16 years, having 
irregular menstrual cycle , using contraception, who had history of abortion and breast 
feeding women has gained more knowledge than others showing statistically significant 
difference which was computed using F test / t test. 
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SECTION 5.6.2: Association of selected demographic variables with mean differed  
practice scores in the experimental and control group. 
Table 5.6.2(a): Association of selected demographic variables with practice gain 
score among women in the Experimental group 






Practice  gain score Oneway 
ANOVA F-
test/t-test 
Pretest Posttest Gain score 
Mean SD Mean SD Mean SD 
Age in years 















P=0.01**(s) 26- 30  63 2.59 2.45 13.15 3.55 10.56 3.70 




10 1.50 3.10 15.30 2.31 13.80 2.94 
F=3.23 
P=0.05*(s) 
 Higher Secondary 22 1.27 2.43 12.59 2.61 11.32 3.36 
 High School 23 .91 1.62 11.70 2.46 10.78 3.10 
 Middle School 54 1.63 2.53 11.96 3.59 10.33 3.43 
 Primary School 62 3.48 2.62 13.76 3.22 10.28 3.00 

























P=0.01**(s) Rs.8000-17,000 57 2.25 2.51 12.95 3.21 10.70 3.41 
Rs.4000-8000 83 2.91 2.92 13.28 3.49 10.37 3.38 



















 No 175 5.28 2.64 14.12 3.73 8.84 4.26 
 
* significant at P≤0.05 ** highly significant at P≤0.01 *** very highly significant at   
P≤0.001    
 
The above table shows the association between practice gain score and 
demographic variables among women in the experimental group. Women aged more 
than 30 years, graduate having family monthly income of > Rs.17,000 with previous 
source of information have gained more practice scores than others. The above 
mentioned variables showed high level of significance at p≤0.01 and 0.05 with the gain 
score when computed using F test / t test. 
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Table 5.6.2(b): Association of clinical variable (women reproductive risk factors) 
and practice gain score among women in the Experimental group.  





Practice gain score Oneway 
ANOVA F-
test/t-test 
Pre test Post test Gain score 
Mean SD Mean SD Mean SD 
Age at 
menarche(yrs) 
























(s) 13 -14  105 2.64 2.56 13.82 3.16 11.18 3.18 















































 Multipara 4 4.75 .50 12.75 5.85 8.00 5.35 




























































29 2.78 2.83 12.23 2.71 9.45 3.49 
* significant at P≤0.05 ** highly significant at P≤0.01  
 
The above table shows the association between practice gain score and women 
clinical variables. Women who attained menarche between 15 to 16 years,  having 
irregular menstrual cycle, primiparous, using contraception, having history of abortion  
and breast feeding women has gained more skill  than others showing statistically 




The findings in table 5.6.2.(a) and (b) revealed that the specified variables in the 
experimental group had statistically significant association whereas in the control group 
non of the demographic and clinical variables showed any significant association.   
 
Table 5.6.1(a)- 5.6.2(b) revealed the association of selected demographic and 



























SECTION 5.7: ODDS RATIO OF KNOWLEDGE AND PRACTICE WITH 
PRESENCE OF RISK FACTORS OF WOMEN 
Table 5.7.1: Identification of influencing factors for knowledge gain score using 
Multivariate logistic regression                N=400 
Influencing  factors 









Age(>25 years  Vs ≤ 25 years) 0.02* 2.1(1.1 - 4.0) 0.04* 1.5(1.0 – 3.4) 
Education(Above primary Vs Upto 
primary) 
0.04* 1.8(1.0 - 3.4) 0.05* 1.6(1.0-  3.6) 
Income(> Rs.8000 Vs < Rs.8000) 0.01** 2.4(1.2 - 4.7) 0.05* 1.9(1.2 – 4.6) 





0.23 0.7(0.3 -1.2) 
Pre knowledge( Yes Vs  No) 0.05* 2.9(1.1 - 8.2) 0.61 2.1(0.4- 9.2) 
BMI(Normal Vs others) 0.01** 3.0(1.2 - 7.5) 0.38 1.8.(0.6 – 6.8) 
Age at menarche(> 12 yrs Vs ≤ 12 
yrs) 
0.03* 1.8(1.1 - 3.4) 0.04* 1.3.(1.2 – 3.7) 
Menstrual cycle(Irregular Vs 
Regular) 
0.04* 1.9(1.0 - 3.5) 0.18 1.5.(0.3 – 5.7) 
Contraception (Yes Vs  No) 0.01** 2.9(1.2 - 7.1) 0.01** 1.8.(1.4 – 6.8) 
Breast feeding(Yes Vs No) 0.01** 3.1(1.2 - 8.0) 0.01** 1.7.(1.2 – 7.3) 
* significant at P≤0.05 ** highly significant at P≤0.01  
The above table revealed that the univariate analysis identified elder, more 
educated, earning more income, residing in joint family, having previous knowledge, 
who had abortion, with normal BMI, attained early menarche, having irregular cycle, 
using contraception and breast feeding women gained more knowledge than others. 
Unadjusted odds ratio was given with 95% confidence interval. 
 Multivariate analysis logistic regression identified elder, more educated, earning  
more income, attained early menarche, using contraception and breast feeding women  




Table 5.7.2: Identification of influencing factors for practice gain score using 
univariate analysis  
                                                                                                                                 N=400 
Influencing  
factors 
Level of practice  gain 





N % n % 
Age in years 














2.8(1.4 - 5.5) 
















2.2(1.2 - 4.0) 
















2.2(1.2 - 4.3) 

















(1.5 - 14.7) 























2.9(1.1 - 8.2) 

















(1.7 - 20.5) 
No 96 54.2 81 45.8 177 


















=5.36 P=0.02* 2.5(1.1 - 6.2) 
Abnormal 22 68.8 8 31.2 32 
Age at menarche 












=4.58 P=0.03* 1.8(1.1 - 3.4) 












70 χ2=5.63 P=0.02* 2.0(1.1 - 3.9) 
















2.9(1.2 - 7.1) 

















(1.4 - 10.2) 
No 22 75.8 7 24.2 29 
*significant at P≤0.05 ** highly significant at P≤0.01 *** very highly significant at   
P≤0.001    
 
The above table revealed that the univariate analysis identified elder, more 
educated, earning more income, parity, having previous knowledge, who had abortion, 
with normal BMI, attained early menarche, having irregular cycle, using contraception  
and breast feeding  women gained more practice score than others. Unadjusted odds ratio 
was given with 95% confidence interval. 
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CHAPTER – 6 
DISCUSSION 
 
The present study was aimed to assess the effectiveness of technology enabled 
learning programme on knowledge on prevention of selected breast diseases and practice 
on BSE among women in selected villages Thiruvallur district. The findings of the study 
have proved that there was a significant improvement in the level of knowledge and 
practice among women in the experimental group after the administration of technology 
enabled learning programme and demonstration of BSE using breast model. The findings 
of the present study have been discussed based on the objectives and presented below. 
 
Identification of women at risk for Breast diseases  
Among the 759 women from 6 villages screened 400 women were identified to 
have any one of the risk for breast diseases. The present finding was supported by the 





The important determinant of subsequent breast disease risk was age at 
menarche. When considering the subsequent risk for breast disease child bearing and 
breast feeding are of importance. In this study among the 400 women most of the women 
attained menarche before 12 years in experimental group and in both the groups they had 
irregular menstrual cycle, have a history of abortion and had breastfed their babies 
<12months. Some of them had a family history of breast disease and breast cancer in 
both the groups. These results were consistent with those of many studies. 
128 
The statistical information pooled from the analysis of 21 studies revealed that 
premenopausal(9%) and postmenopausal(4%) breast disease risk decreases for each 
additional year of postponement of menarchial age. The Meta analysis of three large case 
control studies shows that women who had early menarche the risk increases by 20-30% 
when compared with those who attained menarche at or above age 15. In this study 21% 
in experimental group and 22% of women in control group attained menarche before 12 
years of age. Early menarche leads to an early exposure to estrogen and the simultaneous 
presence of progesterone increases the risk of breast disease.
165 
 
A study on risk for breast disease among 4266 women by Weisstock et al.,
166
 
found that 3.5% of women were found to have risk factors. Due to globalization and 
western life style adoption by Indian women there was a delay in their marriage which in 
turn late conception and breast feeding practice was also poor which are the main risk 
determinants for breast disease as per the evidence from various studies.
167,168
 38% in 
experimental group and 42% in control group had breast fed their babies less than 12 
months. Study results say that for every 12 months of breast feeding the risk is reduced 
by 4%, first trimester abortion whether spontaneous or induced the risk increases by 2.4 
fold, having a family history of breast disease the risk increases by 2-3 fold.  
 
Hence the present study emphasized that the core need among women is to 




The first objective was to assess and compare the pre and post test level of 
knowledge on prevention of selected breast diseases and practice on BSE among 
women in experimental and control group. 
The findings in table 5.2.1(a) & (b) represent the description of demographic 
variables of women in experimental and control group. The majority of each variable is 
discussed below.  38% of the women in experimental group and 35% in control group 
were aged more than 30 years, 31% in both experimental and control group completed 
primary school, 47% in experimental group and 48% in control group were house wife, 
83% in experimental group and 80% in control group belonged to Hindu religion. 41.5% 
of the women in experimental group and 43.5% in control group had a family income of 
Rs.4000- 8000, regarding marital status 97.5%in experimental group and 98.5% in 
control group were married. With regard to family type 64.5% in experimental group and 
67% in control group  lived in a nuclear family, 87.5% in experimental group and 85.5% 
in control group had not received information regarding breast diseases. 
 
Table 5.2.2(a) – (f) presented the clinical variables of women in experimental and 
control group. With regard to dietary risk factors 87% in experimental group and 89.5% 
in control group were non vegetarians. Regarding habit of drinking coffee 96.5% in 
experimental group and 95.5% in control group have the habit of drinking coffee. With 
regard to lifestyle risk factors both the groups don’t have the habit of wearing brassier, 
using deodorants, doing exercise, tobacco chewing, smoking, alcohol consumption and 
doing BSE. They don’t have any shift pattern in their job. Regarding medical risk factors 
most of the women in both the groups have not been exposed to radiation, only few have 
underwent hormone replacement therapy and they were not on antihypertensive or 
antidepressants. With regard to reproductive risk factors most of the women in both the 
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groups have attained menarche at 13-14 yrs and had regular menstrual cycle. Most of the 
women got married at the age of 21-25 yrs in experimental and control group and were 
primiparous gave their first childbirth at the age of 21-25yrs and had adopted oral pills as 
their type of contraception. Few  of the women in both the groups had missed abortion 
for 1-2times, most of the women had breastfed their babies for more than 12months and 
only few had underwent treatment for infertility ie ovulation induction. Regarding 
familial and personal risk factors most of the women in both the groups don’t have the 
familial and personal risk factors like family history of breast disease, breast cancer, 
breast surgery, injury to the breast and thyroid disorder. Regarding BMI most of the 
women in both the groups had normal BMI. 
 
Chi square analysis was done for both demographic and clinical variables which 
showed no statistical significance between both groups thus indicating the homogeneity 
between two groups. 
 
The data findings in table 5.3.1(c) presented the pre test and post test level of 
knowledge among women in the experimental and control group. In the pre test 98.5% of 
women in the experimental group and 97.5% in the control group had inadequate 
knowledge on selected breast diseases. There was no statistical significant difference 
found between the groups. The  post test level of knowledge gain was measured at one, 
three and six month’s interval which revealed that 24% had adequate level of knowledge 
in the 1
st




 month 41%, 64% had adequate 
level of knowledge respectively. 
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The findings of the present study was supported by the study from India 
conducted by Sadler et al., among 194 women identified that majority of women had 
inadequate knowledge about breast disease. Another study by Dundar et al.,
105
 carried 
out in a rural area in western Turkey among 244 women revealed that 44% had 
insufficient knowledge and those who gained information were through health 
professionals. The overall awareness was 52% about breast disease among 57 South 
Asian women in Choudhury and Srivastava
134
 study from Toronto whereas a study 
among 563 women from Chennai led by Evangeline Mary et al.,
146
 says that 78% were 
aware about breast cancer and have gained knowledge through mass media, friends and 
neighbours. Similarly a study among rural women in Puducherry regarding knowledge 
and attitude of breast self examination led by Veena
119
 revealed that 75.5% had 
inadequate knowledge about breast disease. 
 
Fig 5.3.2(a) shows the comparison of pre and post test level of knowledge among 
women in experimental and control group. The baseline knowledge score was 30.5% 
whereas after the intervention the score was 80.4% at the end of 6
th
 month. Women in 
the experimental group have gained 49.9% of knowledge score whereas in the control 
group the gain score was only 4.2%.  
 
Similar result was yielded in a study by Bala Hemant and Gameti
158
 among 250 
women beneficiaries of urban health centres of Ahmedabad. Even though the pretest 
level of knowledge was ranging from 21% -49% the post test conducted after 3months 
shows a significant difference in the knowledge level ranging from 36.8% to 68.4% A 
study among rural women in India on effectiveness of breast health awareness 
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programme by Rao et al.,
167
 identified a significant increase (z=-15.807; P<0.001) in 
overall awareness about breast disease.  
 
Table 5.3.1(f) presented the pre test and post test level of practice among women 
in experimental and control group. 91.5% of women in experimental group and 89% in 
control group practice level were found to be poor. Due to poor information about the 
risk factors causing breast disease in turn lead to the low prevalence of BSE practice. 
Most of the studies reported that BSE aids in early detection of breast disease and is 
highly effective in increasing the sense of ownership about their health. Eventhough BSE 
has more benefits but the practice remains low in countries like England (54%), Nigeria 
(43.2%) and India (52%).
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 Study conducted by Veena et al.,
119
 reported that only 
12% women practiced BSE regularly. This was similar to the result found by Choudhary. 
The reason for poor practice was most of them felt that the procedure was not important 
since they don’t have any symptoms. A study among Buea University students, the 
reason for not practicing BSE was due to lack of knowledge about the procedure. This 
highlights the need to create awareness on Breast self examination from their early 
adolescence by conducting educational programs.
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The post test level of practice among women in experimental and control group 
was assessed at one, three and six months interval which revealed that 60%, 66.5% and 
80.5% respectively had good practice in experimental group. Fig 5.3.2(b) shows the 
comparison of pre and post test level of practice among women in experimental and 
control group. In the baseline 15.4% was the practice score whereas after intervention it 
was 82.3% at the end of 6
th
 month. The practice gain score was 66.9% among women in 
experimental group whereas in control group it was only 4.0%. 
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In a survey conducted by Zahra Ghodsi et al
137
 about BSE practice among Iranian 
women they claimed that women practice BSE and few of them have started doing by 
20years of age. Studies from Nigeria conducted among Qena architecture and education 
students and Lagos University concluded that BSE is being practiced by the students and 
they were aware that BSE to be done on monthly basis.
138-140 
 
Study conducted in Ain Shams University, Egypt on knowledge and practice of 
BSE among working women yielded a similar result as only 5.2% were practicing BSE 
before the training program whereas the post program practice score was 86%. Also 
study among Saudi nurses after workshop showed a significant improvement in the 
practice score. Six months follow up was carried out and the researcher identified that 
60% started practicing BSE out of which 41% started doing it on a regular basis.
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The findings of the second objective revealed that women had inadequate 
knowledge regarding prevention of selected breast diseases and BSE practice was poor 
in both experimental and control group.  
 
The second objective was to assess the effectiveness of technology enabled learning 
programme on knowledge on prevention of selected breast diseases and practice on 
BSE among women between experimental and control group. 
 The comparison of pre and post test mean knowledge scores and practice scores 
within the experimental and control group was depicted in table 5.4.4. The results 
showed that the pre test mean knowledge score among the experimental and control 
group was 7.62 and 7.81 respectively with scores representing very low awareness 
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towards prevention of selective breast diseases. In the post test after intervention the 
mean scores was 17.45, 18.43, 20.09 and 8.04, 8.28, 8.87 among experimental and 
control group respectively. The intervention had significantly improved the knowledge 
scores among the experimental group.  
 
The pre test mean practice score among the experimental and control group was 
2.46 and 2.53 respectively with scores representing poor practice of BSE. In the post test 
after intervention the mean scores was 10.47, 11.30, 13.17 and 2.69, 2.83, 3.16 among 
experimental and control group respectively. The intervention had significantly 
improved the practice scores among the experimental group.   
 
Table 5.4.5 and 5.4.6 showed the comparison of pre and post test level of 
knowledge and practice among women between experimental and control group. The 
results showed that the calculated student independent ‘t’ test value of 0.85 for 
knowledge and 0.57 in the pretest was found to show statistical significance whereas in 






 month interval for knowledge the calculated ‘t’ 
value was 25.32, 31.45, 41.26 and for practice the calculated ‘t’ value was 14.59,29.18, 
31.45 respectively showed a very high statistical significance at p≤0.001 in the 
experimental group. Hence it is inferred that technology enabled learning programme 
was effective in enhancing the knowledge, practice and the demonstration using breast 
model was more effective in improving the skill among women. 
 
The findings were supported by the following studies. 
Hussein et al.,
153
 in their study on knowledge, attitude and practice of BSE 
among women states that significant improvement was noted in their level of knowledge. 
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There was a significant difference in practice between baseline and six months. 53.6% of 
women ever practiced BSE at baseline out of which 36.3% started practicing BSE after 
six months. Lewin et al.,
154
 study to assess the effectiveness of awareness program by lay 
health workers yielded a contrary result that before intervention the knowledge (CI 95%, 
-0.77 to -0.15) and attitude 93.2% indexes were high which shows no significant 
difference after the intervention. 
 
A survey was carried out in Nigeria to rule out the effectiveness of Health 
Education on Breast Cancer awareness among 158 Female Undergraduates, University 
of Calabar. The results revealed that for knowledge of symptoms, risk factors of breast 
disease the chi square value of 14.5, breast cancer awareness on practice of BSE the chi 
square value was 7.85 and effectiveness of health education yielded the value of 11.27 at 
0.05 level of significance which indicates that health education has an impact in the 




 The findings of the study was also supported by the study conducted by Gupta & 
Hajian et al.,
159
 on the impact of a health education intervention program regarding 
breast disease information and breast self examination by women in a semi-urban area of 
Madhya Pradesh, India, found that there was a significant improvement in knowledge 
regarding all aspects of and breast disease, breast self examination of the intervention 
group from pre- to post-test. 590 (59%) women had gained knowledge out of which 
90.7% practiced (BSE). An overall increase in the awareness of 43% and 53% of BSE 
practice was observed in the study group after intervention. 
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Statistical analysis had showed that there was significant difference between the 
post test scores among experimental and control group and hence the hypothesis NH1 
stated earlier that “There is no significant difference in the pre and post test level of 
knowledge on prevention of selected breast diseases and practice on BSE between 
experimental and control group” was not accepted.   
Thus the application of concepts of Wiedenbach’s prescriptive theory and 
Pender’s health promotion model guided the investigator to identify the women at risk, 
to assess the knowledge and practice among women and aided to accomplish the study 
objectives. The administration of technology enabled learning programme enhanced the 
knowledge on prevention of selected breast diseases and improved the skill in 
performing BSE among women. 
 
The third objective was to correlate the mean differed knowledge scores with 
practice on BSE among women in experimental and control group. 
Correlation of mean differed level of knowledge with practice was depicted in 
table 5.5.1.There was a significant positive moderate correlation observed between the 
women knowledge gain score and practice gain score among the experimental group at 
r=0.52 and p<0.001 level. The findings showed that knowledge had positive influence in 
enhancing the practice of BSE among women, whereas there was no significant 
correlation noted among the control group. 
 
Various studies have shown the effectiveness of intervention program in 
increasing the knowledge and practice of BSE among women. The findings of the study 
was supported by study conducted by Wood et al., in their study about the effect of an 
educational intervention on promoting breast self-examination, found that the 
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intervention was effective in increasing knowledge about breast cancer risk and 




Statistical analysis had showed that there was significant difference between the 
post test scores among experimental and control group and hence the hypothesis NH2 
stated earlier that “There is no significant relationship between the mean differed 
knowledge scores on prevention of selected breast diseases with practice on BSE” 
was not accepted in experimental group and accepted in the control group.   
 
The fourth objective was to associate the selected demographic variables with the 
mean differed knowledge scores and practice scores in experimental and control 
group. 
The association of knowledge scores with demographic variables in table 5.6.1(a) 
showed women aged more than 30 years, graduate, having monthly income of Rs.8000-
17,000, living in joint family and with previous source of information showed high and 
very high level of significance at p≤0.01 and 0.001 with the knowledge gain score when 
computed using  F test / t test. 
 
Association of clinical variables were presented in table 5.6.1(b) which stated that 
women who attained menarche between 15 to 16 years, having irregular menstrual cycle 
, using contraception, who had history of abortion and breast feeding women has gained 
more knowledge than others showing statistically significant difference which was 




With regard to practice score association table 5.6.2(a) shows women aged more 
than 30 years, graduate having family monthly income of > Rs.17,000 with previous 
source of information showed high level of significance at p≤0.01 and 0.05 with the 
practice gain score when computed using  F test / t test. 
Table 5.6.2(b) represented the association between practice gain score and 
women clinical variables. Women who attained menarche between 15 to 16 years,  
having irregular menstrual cycle, primiparous, using contraception, having history of 
abortion  and breast feeding women has gained more skill  than others showing 
statistically significant difference which was computed using F test / t test. 
 
 
The finding was supported by the study conducted by Karayurt et al
173
 as age, 
school grade and information about breast disease showed statistically significant 
association with BSE practice. 
 
Hence the hypothesis NH3 stated earlier that “There is no significant association 
of selected demographic variables with the mean differed knowledge scores and 
practice scores in experimental and control group” was not accepted for above 
mentioned variables in the experimental group and accepted for other variables in the 
experimental group and variables of control group. 
 
6.6 To compute odds ratio of knowledge and practice with presence of risk factors 
of women 
The findings in table 5.7.1 infer the identification of influencing factors for 
knowledge gain score using univariate analysis identified  elder, more educated, earning 
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more income, residing in joint family, having previous knowledge, who had abortion, 
with normal BMI, attained early menarche, having irregular cycle, using contraception 
and breast feeding women gained more knowledge than others. Unadjusted odds ratio 
was given with 95% confidence interval. 
 Multivariate analysis logistic regression identified elder, more educated, earning  
more income, attained early menarche, using contraception and breast feeding women  
gained more knowledge score than others. Adjusted odds ratio was given with 95% 
confidence interval. 
The findings in table 5.7.2 infer the identification of influencing factors for 
practice gain score using univariate logistic regression identified elder, more educated, 
earning more income, parity, having previous knowledge, who had abortion, with normal 
BMI, attained early menarche, having irregular cycle, using contraception  and breast 
feeding  women gained more practice score than others. Unadjusted odds ratio was given 
with 95% confidence interval. 
 
 The discussion of this present study finding represents that most of the women 
were at risk for breast disease. This study also proved that there was a statistically 
significant difference in knowledge and practice among women which shows the 
effectiveness of technology enabled learning programme. Hence educating the women at 






CHAPTER – 7  
SUMMARY, CONCLUSION, IMPLICATIONS, RECOMMENDATIONS AND 
LIMITATION 
 
The present study was aimed to assess the effectiveness of technology enabled 
learning programme on knowledge on prevention of selected breast diseases and practice 
on BSE among women in selected villages Thiruvallur district. 
 
7.1 SUMMARY  
Breast diseases are more prevalent among females as compared to males and the 
pattern of breast diseases and their etiology varies among different countries and ethnic 
groups 
3
. Benign breast diseases are more prevalent as compared to malignant and 




Although Benign Breast Disease (BBD) has been extensively studied, the 
etiology of this disease is still poorly understood. It appears that endocrine factors are 
associated with BBD, however, the associations found are weak and inconsistent. 
Obesity has been identified as one of the only consistent risk factors for BBD. 
Inconsistent results have been found for most risk factors including exogenous hormone 
use, smoking, alcohol and caffeine intake. No studies have examined whether 
radiological tissue density is a risk factor for BBD. 
 
Benign lesions of breast are the most common lesions which account for 90% of 
the clinical presentation related to breast. About half of the women population suffers 
from benign breast diseases in their lifetime. Of all breast disorders, mastalgia being the 
141 
first common presentation whereas palpable breast lump is second most common 
presentation. 
 
Breast cancer organisation believes that breast self- examination is a useful and 
essential screening strategy, especially when used in combination with regular physical 
exams and mammography. Breast self-examination benefits women in two ways. 
Women become familiar with both the appearance and feel of their breast and detect any 




Health seeking behaviour among rural population is not up to the expected level 
with reference to breast diseases in particular to early detection of cancer breast and risk 
reduction due to lack of proper knowledge and awareness about available screening 
programmes like self breast examination, clinical breast examination, triple assessment. 
The investigator identified that the rural woman had no specific information on breast 
diseases and the impact of such diseases.   
 
A critical element in the fight against breast disease is education. Spreading 
awareness and the knowledge of screening heralds a welcome shift from reactive 
medicine to a more proactive approach to health care, in which information about risk 
factors would help the patient take measures to reduce those risks.  
 
The statement of the problem was  
An experimental study to evaluate the effectiveness of technology enabled 
learning programme on Knowledge on prevention of selected breast diseases and 
practice on Breast Self-Examination (BSE) among women in selected villages, 
Thiruvallur District. 
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The objectives of the study were 
1. To assess and compare the pre and post test level of knowledge on prevention of 
selected breast diseases and practice on BSE among women in experimental and 
control group. 
2. To assess the effectiveness of   technology enabled learning programme on 
knowledge on prevention of selected breast diseases and practice on BSE among 
women. 
3. To correlate the mean differed knowledge scores with practice scores on BSE 
among women in experimental and control group. 
4. To associate the selected demographic variables with the mean differed 
knowledge scores and practice scores in experimental and control group. 
5. To compute odds ratio of knowledge and practice with presence of risk factors of 
women 
 
The null hypotheses formulated were 
NH1: There is no significant difference in the pre and post test level of   knowledge on 
prevention of selected breast diseases and practice on BSE among women 
between experimental and control group at p<0.05 level. 
NH2: There is no significant relationship between the mean differed knowledge scores 
on prevention of selected breast diseases with practice scores on BSE among 
women in experimental and control group at p<0.05 level.   
NH3: There is no significant association of selected demographic variables with the 
mean differed knowledge scores and practice scores in experimental and control 
group at p<0.05 level.   
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The major assumptions of the study were 
1. Technology enabled learning programme may enhance the knowledge on 
prevention of selected breast diseases. 
2. Enhanced knowledge may improve the level of practice on BSE. 
3. Routine practice of BSE may pave way for early identification and treatment of 
breast diseases. 
 
The conceptual framework adopted for the study was Wiedenbach’s prescriptive 
theory and Pender’s Health promotion model. 
 
Experimental design was adopted for this study. The independent variable was 
technology enabled learning programme and the dependent variable was knowledge on 
prevention of selected breast diseases and practice on BSE. The study was conducted in 
6 adopted villages of Omayal Achi Community Health Centre. 
 
Women at risk for breast disease were identified by using breast disease risk 
assessment tool prepared by the investigator which consists of 13 items. Presence of any 
one risk factor among women was considered as samples. 
 
To assess the level of knowledge on prevention of selected breast diseases 
structured knowledge questionnaire was used to collect the data through interview 
schedule. The questionnaire consists of 25 multiple choice questions among which 3 
items in general information, 2 items in possible causes/risk factors, 6 items in selected 
breast diseases, 2 items in investigations, 4 items in management/home care management 
and 8 items in preventive measures. 
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To assess the level of practice on BSE observational checklist was used which 
consisted of 8 items on steps of BSE. Various experts in the field of Community 
medicine, Gynaecologist, Oncologist, Community Health Nursing and Obstetrics & 
Gynaecology Nursing. 
 
The reliability of the data collection tools was assessed using test-retest and inter-
rater method and the correlation coefficient r–value obtained was 0.88 for the structured 
interview schedule and 0.86 for the observational checklist. These correlation coefficient 
values are very high and hence these tools are reliable enough for assessing the 
effectiveness of technology enabled learning programme on Knowledge on prevention of 
selected breast diseases and practice on Breast Self-Examination (BSE) among women in 
selected villages, Thiruvallur District.  
 
 Probability sampling was undertaken wherein simple random sampling using 
lottery method was done to select 6 villages from the 18 villages adopted for intensive 
health services by OACHC and of which through cluster randomization the villages were 
grouped as experimental and control group.  Women who were identified with the risk in 
the 6 villages, who fulfilled the inclusion criteria and present during data collection were 
chosen for the study. The sample size was calculated based on the pilot study findings of 
knowledge and practice scores. The effect size derived from the pilot study was 0.35. 
The calculated sample size using the effect size of 0.35 at power 0.90 and 0.05 level of 
significance was estimated to be 173 in each group. Calculating the attrition of 15% the 
final sample size was fixed to 200 in each group. The final sample size consisted of a 
total of 400 women with 200 each in the experimental and control group. 
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 The data collection was processed in five phases. 
Phase 1: Assessed the risk of women aged between 20 - 40 years for breast diseases 
using breast disease risk assessment tool prepared by the investigator. 
• Sample selection- Women who were identified with the risk in the 6 villages, 
who fulfilled the inclusion criteria and present during data collection were selected 200 
each in the experimental and control group respectively. 
Phase 2: After the brief introduction about self and the purpose of the study the data 
collection for each sample was done. Informed consent from the samples were obtained 
and women were made to sit comfortably in a well ventilated room. The demographic 
data was collected and the pre-test level of knowledge and practice was assessed using 
structured knowledge questionnaire using interview technique and observational 
checklist respectively in experimental and control group. On the same day video assisted 
teaching was given regarding prevention of selected breast diseases for 45mins and 
breast self examination demonstration was done for 30mins using breast model to the 
experimental group. Provided the samples with pictorial booklet on prevention of 
selected breast diseases and BSE. 
Phase 3:  (1 month later)   Post test 1 level of knowledge and practice was assessed.   
Phase 4:  (3 months later) Post test 2 level of knowledge and practice was assessed.   
Phase 5:  (6 months later) Post test 3 level of knowledge and practice was assessed.   
 
A similar scheme of data collection was implemented for the samples in control 
group with the exception of interventions by the investigator. After the post test same 
intervention package was executed for the control group. 
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The investigator considered and followed the ethical principles throughout the 
data collection process. The investigator adhered to the human rights, privacy, 
beneficience, non malficience, dignity, confidentiality and justice. 
 
Descriptive and inferential statistics were used to analyze the data. Frequency and 
percentage distribution was used to analyze the risk for breast disease and demographic 
data among women in experimental and control group. Mean and standard deviation was 
used to assess the pre and post test level of knowledge and practice among women in 
experimental and control group. Repeated measures ANOVA was used to compare the 
pre and post test level of knowledge and practice among women within and between 
experimental and control group. Karl Pearson correlation coefficient was used to analyze 
the relationship between the mean differed level of   knowledge on prevention of selected 
breast diseases with practice on BSE among women in experimental and control group . 
Association of selected demographic variables with the mean differed level of   
knowledge and practice in experimental and control group was analyzed using oneway 
analysis of variance and student independent t-test. Influencing factors for gain score was 
analysed using univariate and multivariate logistic regression methods and respective 
odds ratio with 95% confidence interval was given. 
 
The major findings of the study were 
• The major risk identified among women in experimental group were most of the 
women attained menarche before 12 years , had irregular menstrual cycle, have a 
history of abortion and had breastfed their babies <12months. Some of them had 
a family history of breast disease and breast cancer. 
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• The analysis revealed that in the post-test a statistically very high level of 
significance was identified using chi square test at p ≤0.001. This showed that 
women in the experimental group gained knowledge on prevention of selected 
breast diseases indicating that technology enabled learning programme was 
effective whereas there was no statistically significant difference identified 
among women in the control group. 
• The comparison of pre and post test practice score which was calculated using 
ANOVA, showed that there was very high statistically significant difference at 
p<0.001 in experimental group whereas in the control group there was no 
significant difference. 
• It was evident that there was a significant, positive moderate correlation between 
women knowledge gain and practice gain score in experimental group whereas in 
control group insignificant, positive poor correlation was identified. 
• It was evident that there was statistically significant association between 
knowledge gain score and demographic variables among women in the 
experimental group. Women aged more than 30 years, graduate, having monthly 
income of Rs.8000-17,000, living in joint family and with previous source of 
information have gained knowledge than others. The above mentioned variables 
showed high and very high level of significance at p≤0.01 and 0.001 with the 
gain score when computed using F test / t test. 
• The association between knowledge gain score and clinical variables among  
women revealed that women who attained menarche between 15 to 16 years, 
having irregular menstrual cycle , using contraception, who had history of 
abortion and breast feeding women has gained more knowledge than others 
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showing statistically significant difference which was computed using F test / t 
test. 
• It was evident that there was statistically significant association between practice 
gain score and demographic variables among women in the experimental group. 
Women aged more than 30 years, graduate having family monthly income of > 
Rs.17,000 with previous source of information have gained more practice scores 
than others. The above mentioned variables showed high level of significance at 
p≤0.01 and 0.05 with the gain score when computed using F test / t test. 
• The  association between practice gain score and women clinical variables were 
women who attained menarche between 15 to 16 years,  having irregular 
menstrual cycle, primiparous, using contraception, having history of abortion  
and breast feeding women has gained more skill  than others showing statistically 
significant difference which was computed using F test / t test. 
• Hence the technology enabled learning programme had a significant impact in 
improving the knowledge and practice in the experimental group, hence there 
was a statistical significant difference in the level of knowledge and practice 
between the experimental and the control group.  The Null hypothesis earlier 
framed was not accepted by the investigator thereby concluding that the 
technology enabled learning programme was effective in improving the level of 
knowledge and practice among women. 
 
7.2 CONCLUSION 
The study concluded that the technology enabled learning programme was an 
effective intervention strategy in improving the level of knowledge on prevention of 
selected breast diseases and practice on BSE among women.  The study has also revealed 
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that this helped the samples to identify their own breast problems like mastalgia, lump 
and nipple discharge.  Hence, the study recommended the utilization of technology 
enabled learning programme by community health nurses, nurse researchers, nurse 
administrators, nurse educators and health care professionals to improve the knowledge 
on prevention of selected breast diseases and practice on BSE among women for 
identifying the onset of breast disease or breast cancer. 
Hence the investigator concluded that the strategies to reduce the burden of breast 
cancer are 
• BSE can be used as a tool of creating breast health awareness among women and 
trained female health workers can play a promising role in disseminating this 
knowledge among women to carry out BSE.  
• Health seeking behavior among Indian women is majorly governed by emotional 
status and may not be influenced by their health related knowledge. So along 
with increasing the knowledge of these women we have to strengthen their 
emotional status and could be only done by the community outreach awareness 
program. 
• The whole process of training the women through trained community health 
workers would be like a nuclear chain reaction leading to the generation of home 
to home trained personals without any extra financial burden on our health 
system. This might be a simple approach, could save a lot of precious life which 
we are losing owing to this menace. 
 
7.3 NURSING IMPLICATIONS 
The investigator has devised the following implications that may be vital for the   




7.3.1 COMMUNITY HEALTH NURSES 
• Community health nurses should target the late thirties for the purpose of 
screening. 
• Community health nurses should identify the risk factors for all women in order 
to take preventive measures. 
• Community health nurses should create awareness among the public regarding 
breast health and breast awareness. 
• Community health nurses should empower the women, family and relatives with 
information about prevention of breast diseases and early detection methods. 
• Since there is a visible increase in the incidence of male breast cancer every effort 
has to be taken to encourage the practice of BSE not only among women but also 
among men. 
• Community health nurses should organize and conduct public health education 
program to inculcate the practice of breast self-examination among women to 
minimize the fear, denial, myths and misconceptions. 
• Community health nurse should conduct regular screening programme to detect 
breast disease among women and to create awareness of the need for early 
detection. 
• Community Health Nurse can disseminate the information regarding the impact 
of Technology enabled learning programme on prevention of selected breast 






7.3.2 COMMUNITY HEALTH NURSE ADMINISTRATOR 
• Coordination and communication with the  media to provide programs on 
prevention of breast diseases, early detection methods, importance of BSE on 
TV, radio, local cable channels, news paper. 
• Nurse administrator should organize awareness programme and proper education 
for the community women regarding breast disease and identification of risk 
factors for early detection in turn prevention of morbidity and mortality. 
• Nurse administrator should organize training programme to train the public 
health workers on clinical breast examination. 
• Nurse administrator should rope in the governmental and non governmental 
agencies/ organizations to play a major role to create awareness about breast 
disease among the general public. 
• Nurse administrator should organize to distribute pamphlets and illustration 
posters in regional languages to have a better prevention. 
• The nurse administrator can allocate the budget exclusively to focus on screening 
programme while devising the community health programme. 
• Nurse administrator should organize to involve local celebrities to promote the 
cause which will further strengthen the awareness activities. 
 
7.3.3 NURSING EDUCATION 
• Strengthen the curriculum focusing on breast awareness and screening methods. 
• Nurse educator must strengthen the concept of breast health and breast 
awareness. 
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• The concept of technology enabled learning programme can be emphasized as 
part of the curriculum for better effectiveness of care and can be imparted to the 
students for application in to practice.  
• Enhancement of counselling skills in education need to be incorporated to enable 
the students to effectively counsel the women to minimize the fear, denial, myths 
and misconceptions. 
• Health workers should intensify health education on importance of BSE when 
they come in contact with women in antenatal clinic and immunization clinics. 
 
7.3.4 NURSING RESEARCH 
• The study lays foundation to plan and organize breast disease screening program 
in the community settings. 
• Results derived from these studies will help the program managers and healthcare 
professionals to modify / emphasize / strengthen the existing strategies. 
• The study emphasises the need to explore what customized interventions could be 
implemented to improve the uptake and practice of BSE and other methods for 
early detection. 




1. Technology enabled learning programme can be utilized in the obstetrics and 
gynaecology clinic of OACHC to reduce the risk of breast disease among rural 
women. 
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2. Technology enabled learning programme can be utilized in the obstetrics and 
gynaecology clinic and the wards at Sir Ivan Stedeford Hospital and also can be 
recommended to the other affiliated health care institutions 
3. Effectiveness of Technology enabled learning programme can be assessed on 
reduction of risk factors for breast disease 
4. Comparative study to assess the effectiveness of Technology enabled learning 
programme on knowledge on prevention of selected breast disease and practice 
on BSE among rural and urban women. 
5. Impact of Technology enabled learning programme on knowledge on prevention 
of selected breast disease and practice on BSE on modification of lifestyle factors 
can be explored. 
6. The  association between reproductive factors (e.g. breastfeeding and parity) and 
dietary patterns among women and the subsequent risk of breast disease can be 
explored  
7. Effectiveness  of breast health promotion counselling can be assessed on breast 
disease screening behaviour among rural women 
8. A cross sectional study can be conducted to assess the knowledge of risk factors 
for breast disease and early detection methods among women 
9. Prevalence of clinically detectable benign breast diseases and its main 
determinants among women in reproductive age group 
10. Community based study on profile of breast disease among pubertal and 
menopausal women. 
11. Risk factor for breast disease among rural and urban women can be assessed 
12. Awareness and willingness of rural women on examination, evaluation and 
treatment for breast disease- a qualitative approach 
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13. Factors influencing and barriers to breast cancer screening among rural women: a 
qualitative approach 
14. Knowledge of risk factors and early detection methods and practices towards 
breast disease among nurses / school teachers / adolescence 
15. Acceptability and effectiveness of breast health awareness programme among 
rural women.  
16. Case control study of epidemiological risk factors for breast disease 
17. Factors influencing nurses to teach BSE among women 
 
7.5 LIMITATION 
As village level randomization was done total enumeration of women who were 











1. Srivatsava A, Dhar A. Benign Breast Disease: A neglected entity. Recent Advances 
in Surgery 2006; 10:175-201.   
2. Santen RJ, Mansel R. Benign Breast Disorders. N England Journal of Medicine 
2005; 353: 275-85.  
3. Guray M, Sahin AA. Benign Breast Diseases: Classification, Diagnosis, and 
Management. Oncologist 2006; 11: 435-49. 
4. Nair S, Kamath VG. Acceptability and effectiveness of a breast health awareness 
programme for rural women. Journal of Medical Science 2005; 59: 398-402.   
5. Mansoor I.Profile of female breast lesions in Saudi Arabia. Journal of Pakistan 
Medical Association 2001; 51(7):243–246. 
6. Malik M, Salahuddin O, Azhar M, Dilawar O, Irshad H, Sadia SA. Breast diseases: 
spectrum in Wah cantt POF hospital experience. Professional Medical Journal Sep 
2010; 17 (3):366–372. 
7. Abhijit MG, Anantharaman D,  Bhoopal  S, Ramanujam R. Benign Breast Diseases.  
International Journal of Research and Medical Science 2013; 1(2): 73-78. 
8. Purushothaman R et al. Clinical study on fibroadenoma of the breast. International 
Surgery Journal October-December 2016 ;  3(4): 1916-19 
9. Kumar M, Ray K, Harode S, Wagh DD. The Pattern of Benign Breast Diseases in 
Rural Hospital in India. East and Central African Journal of Surgery  2010;15(2):59-
64.   
10. Olu-Eddo A.N.and Ezekiel Enoghama Ugiagbe. Benign breast lesions in an African 
population. Nigerian Medical Journal. 2011 Oct-Dec; 52(4): 211–216. 
156 
11. Shukla HS; An outline of benign breast diseases. In Recent advances of surgery, 
1992. 
12. Naveen N, Mukherjee A, Mahajan V. A clinical study of benign breast disease in 
rural population. J Evol Med Dent Sci. 2013;2(30):5499–511.   
13. OB Karki , D Kunwar , Abhijit De .Benign Breast Diseases: Profile at a Teaching 
Hospital.American Journal of Public Health Research.  2015; 3( 4A) : 83-86. doi: 
10.12691/ajphr-3-4-18. 
14. Dahri FJ, Awan MS, Leghari AA, Khaskheli NM, Soomro I, Memon ZI. An early 
diagnosis of benign breast diseases. J Surg Pak Int. 2010;15(4):186.   
15. Vimal M et al. Spectrum of benign breast diseases in females of reproductive age 
group.    Journal of Research in Medical and Dental Science April – June 2016 ; 4 
(2) : 137-140 
16. Savita Bharat Jain, Isha Jain, Jyoti Shrivastav and Bharat Jain. A 
Clinicopathological study of breast lumps in patients presenting in Surgery OPD in a 
referral hospital in Madhya Pradesh, India. International Journal of Current 
Microbiology and Applied Science 2015;  4 (8):  919-923  
17. Bhupinder Singh Walia, Venita Kapur, Shreedevi K.N. Survey of Breast Diseases in 
Women in Amritsar. International Journal of Health Sciences & Research 
(www.ijhsr.org) April 2017; 7(4): 422  
18. Christopher Okoth,Moses Galukand,Josephat Jombwe and Dan Wamala. Benign 
proliferative breast diseases among female patients at a sub Saharan Africa tertiary 
hospital: a cross sectional study. BMC Surgery.2013;13:9 
19. Phillipo  l.  Chalya,  Mange  Manyama,  Peter  F.  Rambau, Anthony  kapesa,  
Sospatro  E.nballaba, Nestory Masalu and Joseph B. Mabula Tanzania Journal of 
Health Research. January 2016 ;18(1). Doi: http://dx.doi.org/10.4314/thrb.v18i1 
157 
20. Aslam HM, Saleem S, Shaikh HA, Shahid N, Mughal A, Umah R. Clinico-pathological 
profile of patients with breast diseases. Diagn Pathol. 2013;8:77.[PMC free 
article] [PubMed] 
21. Hatim KS et al. Patterns and prevalence of benign breast disease in Western India. 
International Journal of Research in Medical Sciences.2017 Feb;5(2):684-688 
22. Amruthavalli B. V, Srihari  V. Clinical Study of Benign Breast Diseases. 
International journal of innovative research & development. August, 2015; 4 (9): 
64-70. 
23. Vijayalakshmi M, Yadigiri Rao, T.Y. Shekar ,Shobha Balakrishnan, Divya,  
Sameera K ,Alekya N, Aravind JVNK. Prevalence of Benign Breast Disease and 
Risk of Malignancy in Benign Breast Diseases. IOSR Journal of Dental and Medical 
Sciences (IOSR-JDMS) . August.2016; 15(8) :PP 32-36 
24. Dhirendra Nath  Choudhury, Anjai Kumar Baishya. An Analytical Study of Benign 
Breast Disease.  Indian  journal of applied research .September 2016;  6 (9). 
25. Shanker et al. Benign Breast Disease in Rural Population. IJSS Journal of Surgery . 
January-February 2017;  3(1) :30-37 
26. Selvakumaran S et al. Study of various benign breast diseases.  International 
Surgery Journal 2017 Jan;4(1):339-343 http://www.ijsurgery.com 
27. Kumar M, Ray K, Harode S, Wagh DD. The Pattern of Benign Breast Diseases in 
Rural Hospital in India. East  and Central African J  Sur. 2010;15(2):59-64.   
28. Sreedevi BV, Benign breast diseases in North Chennai women population.  Journal 
of Evolution of Medical and Dental Sciences,  2014; 3(3):  754-757.  
29. Kalyani S, Meharaj Banu O. A Study of breast lesions in the tertiary health care 
centre International Journal of Recent Trends in Science and Technology. April 
2016. 
158 
30. Kavasseri L, Janaki et al. Profile of Breast Diseases in Women Assessed By Clinical 
Breast Examination. Journal of Clinical and Diagnostic Research. 2016 Feb; 10(2): 
7-11 
31. Shantha Kumar, Anbalagan, Udhayasankar. Clinical study of benign breast diseases 
J. Evolution Med. Dent. Sci. Jan. 05, 2017; 6(02): 132-135   
32. Christina Mary Priya Paul. Global research analysis Sept 2013 ; 2(9): 128-131:ISSN 
No 2277 – 8160 . 
33. Siddiqui M, Kayani N, Gill M, Pervez S, Muzaffar S, Aziz S, Setna Z, Israr M, 
Hasan S. Breast diseases: a histopathological analysis of 3279 cases at a tertiary care 
center in Pakistan. J Pak Med Assoc 2003;53 (3):94–97. 
34. Murshid KR. A review of mastalgia in patients with fibrocystic breast changes and 
the non-surgical treatment options. JTU Med Sc 2011; 6:1-18.  
35. Ader DN, South-Paul J, Adera T, Deuster PA. Cyclical mastalgia: Prevalence and 
associated health and behavioral factors. J Psychosom Obstet Gynaecol 2001; 
22:71-6.   
36. Joshi JV, Pandey SN, Galvankar P, Gogate JA. Prevalence of premenstrual 
symptoms: Preliminary analysis and brief review of management strategies. J 
Midlife Health 2010; 1:30-4.   
37. Ader DN, Browne MW. Prevalence and impact of cyclic mastalgia in a United 
States clinic-based sample. Am J Obstet Gynecol 1997; 177:126-32.   
38. Brown N, White J, Brasher A, Scurr J. The experience of breast pain (mastalgia) in 
female runners of the 2012 London Marathon and its effect on exercise behaviour. 
Br J Sports Med 2014; 48:320-5.   
39.  http://bestpractice.bmj.com/best-ractice/monograph/1003/basics/epidemiology.html 
159 
40. Mima B. Maychet Sangma, Kishori Panda, and Simon Dasiah .A Clinico-
Pathological Study on Benign Breast Diseases .J Clin Diagn Res. 2013 Mar; 7(3): 
503–506.  
41. AmandaL.Amin, AnnaC.Purdy JoanneD.Mattingly, AmandaL. Kong, Paula  
M.Termuhlen, Surg ClinNAm 93. 2013:299–308 
42.  http://www.uptodate.com/contents/breast-cysts-clinical-manifestations-diagnosis-
and-management 
43. Ahuja S,  Chakrabarti B. To determine the level of knowledge regarding breast 
cancer and to increase awareness about breast cancer screening practices among a 
group of women in atertiary care hospital in Mumbai, India. The Internet Journal of 
Public Health. 2009 ; 1(1). 
44. Margaret I. Fitch, Judith McPhail, Edmee Franssen .Evaluation of a breast self-
examination (BSE) program in a breast diagnostic clinic by CONJ: 
11/3/01doi:10.5737/1181912x113140145) 
45. Gupta A, Shridhar PK, Dhillon. A review of breast cancer awareness among women 
in India: Cancer literate or awareness deficit? European Journal of Cancer. 
September 2015; 51(14) : 2058-2066 
46. Breast self examination (online). Available form :http//www. 
breastcancer.org/symptoms 
47. Cold E, Health E, Disease P, Management S, Condition S, Problem S, et al. Breast 
Lumps-Topic Overview. WebMD; 2017. Available from: http://www.webmd.com/ 
women/tc/breast-lumps-topic-overview#1. [Last accessed on 2017 Feb 16]. 
48. La Vecchia C, Parazzini F, Franceschi S, Decarli A. Risk factors for benign breast 
disease and their relation with breast cancer risk. Pooled information from 
epidemiologic studies. Tumori. 1985 Apr 30;71(2):167-78. 
160 
49. Iyer SP. Epidemiology of Benign Breast Diseases in females of child bearing age 
group. Bombay Hospital Jr. 2000; 42(1): 141-146.  
50. Salat SA, Rather A, Ahmad S, Khan AB. Breast Cancer Awareness among Females 
in a Developing world- A Study from Kashmir. East and Central African Journal of 
Surgery. March/April 2010;15(1). 
51. Shin KR, Park HJ, Kim M. Practice of breast self-examination and knowledge of 
breast cancer among female university students. Nurs Health Sci. 2012 ;14(3):292-7. 
52. Kayode, Akande, Osagbem. knowledge, attitude and practice of breast self 
examination among female secondary school teachers. European Journal of 
Scientific Research.  10(3). 
53. Urmila Bhardwaj, Jincy Daniel .Effectiveness of IEC on Knowledge and Awareness 
of women regarding Breast Cancer and Breast Self Examination residing in a 
selected Urban Slum of Delhi .Int. J. Nurs. Midwif. Res. 2015; 2(1): 1-6. 
54. Puris S, Mangat C, Bhatia V, Kalia M, Sehgal A, Kaur A. Awareness of Risk 
Factors and Aspects of Breast Cancer Among North Indian Women. The Internet 
Journal of Health. 2010; 8(2).  
55. Rajini et. al. Knowledge of breast cancer and its risk factors among rural women of 
puducherry – a cross sectional study. Int J Cur Res Rev. October 2015;7 (19) :60-64 
56. Margaret I.  Judith McPhail, Edmee Franssen. Evaluation of a breast self 
examination (BSE) program in a breast diagnostic clinic. Canadian Medical 
Association Journal. 157(9):1205-1212. 
57. Najwa Izzati, Omar Al-Alela, Ramadan M- Elkalmi, Mohammad Jamshed Siddiqui. 
Breast Self-Examination (BSE) and Attitude towards Breast Self-Examination 
(BSE) among Women: A Narrative Review. J. Pharm. BioSci. 2013;1 :64-75 
161 
58. Julia B. George Nursing Theories- The base for professional nursing practice. 
Pearson publication, Sixth edition,(2011). 
59. Robert W Shaw, David, Ash Monga. Gynaecology. Churchill Livingstone Elsevier. 
4
th
 edition;2011:689-706  
60. Hari S. Shukla SK. Benign breast disorders in non-Western populations: Part II. 
Benign breast disorder in Indian. World J Surg. 1989;13(6):746–9.   
61. Akshara Gupta et al.Clinical Profile of Benign Breast Diseases Presenting at a 
Tertiary Care Centre in Central India. Sch. J. App. Med. Sci.2015; 3(2C):695-700 
62. Malik R, Bhardwaj VK. Breast lesions in young females.-A 20year study for 
significance of early recognition. Indian J Pathol Microbiol. 2003; 46(4): 559-562.  
63. Rasheed A, Sharma S, Mohsin-ul-Rasool, Bashir S, Hafiz A, BashirSch N. A Three 
Year Study of Breast Lesions in Women aged 15-70 years in a Tertiary Care 
Hospital. J. App. Med. Sci. 2014;2(1B):166-8.  
64. Sarma U, Deka R, Deuri S. ER & PR Status of Breast Cancer  –  A Single Center 
Study From Guwahati, North East India.  Ind J  App Res. 2015;5(7):283-4. 
65. Mayun  AA,  Pindija VH. Pattern of histopathological diagnosis of breast lesion in  
Gombe, Nigeria. Nigerian J Med.2008; 17(2): 159-162.       
66. Bagale P, Dravid NV, Bagale S, Ahire N. Clinicopathological Study of Benign 
Breast Diseases. International Journal of Health Sciences &Research. 2013;3(2).  
67. Pudale S, Tonape SD. A histopathological study of nonmalignant breast lesions. Int 
J Res Med Sci.2015;3(10):2672-6. 
68. Krishnaswamy U. Profle of benign breast diseases in urban India. Indian J Surg. 
2003; 65(2): 178-181. 
69. Smith RL, Pruthi S, Fitzpatrick LA. Evaluation and management of breast pain.  
Mayo Clin Proc. 2004;79(3):353–72.  
162 
70. Coskun AK, Harlak A, Mentes O. Breast clinic referrals: Can mastalgia be managed 
in primary care? Ir J Med Sci. 2014; 183 (3): 509 
71. Ader DN, South-Paul J, Adera T, Deuster PA.  Cyclical mastalgia: prevalence and 
associated health and behavioral factors. J Psychosom Obstet Gynaecol. 2001;22 (2) 
: 71–76 
72. Salzman B, Fleegle S, Tully AS. Common breast problems.  Am Fam Physician. 
2012; 86(4):343-49.  
73. Foncroft LM, Evans EB, Hirst C, Hicks BJ. Presentation and diagnosis of adolescent 
breast disease. Breast. 2001;10(5):399–404. [PubMed] 
74. Ratanachaikamont T. Clinical breast examination, palpable breast lesion. J Med 
Assoc Thai. 2005;88(4):505–07. [PubMed] 
75. Griffith CDM.  Benign breast disease, Gynaecology for post graduates and 
practitioners. BI Publications ,New Delhi, 1998; 464-475 
76. Dixon  JM,  Mansel RE. ABC of breast diseases- Symptoms assessment and 
guidelines for referral. BMJ, 1994; 309(6956):722-726.   
77. Bhargava GS, Grover A, Ded KS, Gupta A. Evaluation of benign breast disorders in 
females of rural Punjab. Int J Surg. 2015;2:629. 
78. Shashikala V, Rani PB, Victor AJ. Clinicopathological study of benign breast 
diseases. Int J Biomed Adv Res. 2016;7:424-7. 
79. Gupta JS, Munjal S, Raman A, PandaPK. Breast lump in Jabalpur area. Ind.Jour. 
Sur.1983; 45: 268-73.  
80. Raju GC, Naraynsingh V. Benign Breast disease in a West India Population. Br J 
Surg. 1985 Jan ; 72 (1): 17-8.  
81. Khanzada TW, Samad A, Sushel C. Spectrum of benign breast diseases. Pak J Med 
Sci. 2009; 25:265-8. 
163 
82. Al-Thobhani AK, Raja’a YA, Noman TA, Al-Romaimah MA. Profile of breast 
lesions among women with positive biopsy findings in Yemen. East Mediterr Health 
J. 2006; 12:599-604 
83. Umanah IN, Akhiwu W, Ojo OS. Breast tumours of adolescents in an African 
population. Afr J Paediatr Surg.2010; 7(2): 78-80. 
84. Sangma MB, Panda K, Dasiah S. A clinicopathological study on benign breast 
diseases. J Clin Diagn Res. 2013; 7(3): 503-506. 
85. Greenberg R, Skornick Y, Kaplan O. Management of breast fibroadenomas. J Gen 
Intern Med.1998; 13(9): 640-645. 
86. Baptist SJ, Thomas JA, Kothare SN. Lesions of breast. J Ind Med Assoc.1973; 61: 
128-31.  
87. Lakhana N, Khalid F. Morphology of breast lumps-A retrospective study. J. Pak Inst 
Med Sci. July 2002; 13:631-4   
88. Talpur A, Laghari A, Malik A, Memom A. Clinico-Pathological profile of patients 
with breast disease at University Hospital, Jamshoro. J Liaquat Uni Med Health 
Science.2006; 5:71-5  
89. Sakorafas GH. Nipple discharge: Current diagnostic and therapeutic approaches. 
Cancer Treat Rev. 2001;27:275–82. [PubMed] 
90. Leis HP, Commarata A, Laraja RD. Nipple discharge significant and treatment. 
Breast. 1985;11:6. 
91. Chandanwale S, Rajpal  M, Jadhav  P, Sood  S, Gupta K, Gupta N. Pattern of benign 
breast lesions on FNAC in consecutive 100 cases:  A  study at tertiary care hospital 
in India. IJPBS.  2013;  3(4): 129-138. 
92. Santen RJ. Benign Breast Disease in Women. Available from: 
http://www.ncbi.nlm.nih.gov/books/NBK278994/ 
164 
93. Bener A, Alwash R, Miller CJ, Denic S, Dunn EV. Knowledge, attitude and 
practices related to breast cancer screening: a survey of Arabic women. Journal of 
Cancer Education. 2001 Winter; 16(4):215-20. 
94. Alam AA. Knowledge of breast cancer and its risk and protective factors among 
women in Riyadh. Annals of Saudi Medicine. 2006 August; 26(4): 272-7. 
95. Naif A. Alharbi, Malik S, Alshammari, Barjas M. Almutairi. Knowledge, 
awareness, and practices concerning breast cancer among Kuwaiti female school 
teachers. Alexandria Journal of Medicine. 2011;48( 1) :75-82. 
96. Haji Mahmoodi M, Montazeri A, Jarvandi S, Ebrahimi M, Haghighat S, Harirchi I. 
Breast self-examination: knowledge, attitudes, and practices among female health 
care workers in Tehran, Iran. Breast  Journal. 2002 July August; 8(4): 222-5 
97. Harirchi I, Azary S, Montazeri A, Mousavi SM, Sedighi Z, Keshtmand G, et al. 
Literacy and Breast Cancer Prevention: a Population-Based Study from Iran. Asian 
Pac J Cance. 2012;13(8): 3927–3930.   
98. Linsell L, Forbes LJL, Kapari M, Burgess C, Omar L, Tucker L, Ramirez AJ. A 
randomised controlled trial of an intervention to promote early presentation of breast 
cancer in older women: effect on breast cancer awareness. British Journal of Cancer. 
2009; 101: S40-S8. 
99. Sadler GR, Dhanjal SK, Shah NB, Shah RB, Ko C, Anghel M, Harshburger R. 
Asian Indian women: knowledge, attitudes and behaviors toward breast cancer early 
detection. Public Health Nursing. 2001 Sept-Oct; 18(5): 357-63. 
100. Sharma PK, Ganguly E, Nagda D et al. KAP of South Indian women towards breast 
cancer. The Health Agenda .2013; 1: 16-22. 
101. Senthil Kumar M , Chandrasekar Shanmugapriya P , Kaur, Prabhdeep. Acceptance 
of cervical and breast cancer screening and cancer awareness among women in 
165 
Villupuram, Tamil Nadu, India: A cross sectional survey. Clinical Epidemiology 
and Global Health. 2015; 3. 
102. Anantha Lakshmi Satyavathi Devi Kommula, et al .Awareness and practice of 
Breast self examination among women in South India. International Journal of 
Current Microbiology and Applied sciences. 2014; 3(1): 391-394. 
103. Peltzer K, Pengpid S. Awareness of breast cancer risk among female university 
students from 24 low, middle income and emerging economy countries. Asian Pac J 
Cancer Prev. 2014; 15(18):7875-8. 
104. Yaren A, Ozkilinc G, Guler A, Oztop I. Awareness of breast and cervical cancer risk 
factors and screening behaviours among nurses in rural region of Turkey. European 
Journal of Cancer Care.  2008;17(3):  278–284. View at Publisher · View at Google 
Scholar · View at Scopus 
105. Dündar PE, Ozmen D, Oztürk B, Haspolat G, Akyildiz F, Coban S, Cakiroglu G. 
The knowledge and attitudes of breast self-examination and mammography in a 
group of women in a rural area in western Turkey.BMC Cancer. 2006 ;24(6):43. 
106. KhadigaF. Dandash, Abdurrahman Al- Mohaimeed. Knowledge, Attitudes, and 
Practices surrounding Breast Cancer screening in female teachers of Buraidah, 
Saudi Arabia. International J. of Health Sciences. January 2007;1(1): 76-85.  
107. Sara Ijaz Gilani, Muhammad Khurram, Tooba Mazhar, Sarah Tabir Mir, Sana Ali, 
Sofia Tariq, Asif Zafar Malik .  Knowledge, attitude and practice of a Pakistani 
female cohort towards. breast cancer. Breast Journal.2009; 8(4):http://jpma.org.pk/ 
ull_article_text.php?article_id=1954 
108. Radi SM.  Breast Cancer Awareness among Saudi Females in Jeddah. Asian Pac J 
Cancer. 2013;14(7):  4307–4312.   
166 
109. Fathia Attia Mohammad et al.   Efficacy of Instructional Training Program in Breast 
Self-Examination & Breast Screening for Cancer among University Students. Public 
Health Research 2013;3(3): 71-78    
110. Baig MR, Subramaniam V, Chandrasegar AA, Khan TM. A population based 
survey on knowledge and awareness of breast cancer in the suburban females of 
Sungai Petani, Kedah, Malaysia. Int J Oncol Res on Internal Med & Pub 
Health. 2011;3:671–9.  
111. Vikas Fotedar, Rajeev K Seam, Manoj K Gupta, Manish Gupta. Knowledge of Risk 
Factors & Early Detection Methods and Practices towards Breast Cancer among 
Nurses. Asian Pacific J Cancer Prev. 14 (1): 117-120. 
112. Hemalatha Kumarasamy AM, Veerakumar S, Subhathra Y, Suga,  Murugaraj R. 
Determinants of Awareness and Practice of Breast Self Examination Among Rural 
Women in Trichy, Tamil Nadu. J Midlife Health. 2017 Apr-Jun; 8(2): 84–88. 
113. Shalini M, Brundha MP. Breast Cancer- A Survey among Female Population in 
Chennai. Journal of Pharmaceutical sciences  and research. 2016 ;8(8): 916-920. 
114. Montazeri A, Vahdaninia M, Harirchi I, Harirchi A, Sajadian A, Khaleghi F. et al. 
Breast cancer in Iran: need for greater women awareness of warning signs and 
effective screening methods. Asia Pacific Family Medicine. 2008;7: 6.  
115. Odusanya OO, TayoOO. Breast cancer knowledge, attitudes and practice among 
nurses in Lagos, Nigeria. ActaOncol.2001; 40:844–8. 
116. Befikadu Legesse, Teferi Gedif. Knowledge on breast cancer and its prevention 
among women household heads in Northern Ethiopia. Open Journal of Preventive 
Medicine .2014;4(1): 32-40.  
117. Mamoona Noreen , Sheeba Murad , Muhammad Furqan , Aneesa Sultan, Peter 
Bloodsworth. Knowledge and Awareness about Breast Cancer and its Early 
167 
Symptoms among Medical and Non-Medical Students of Southern Punjab, Pakistan. 
Asian Pac J Cancer Prev.16 (3):979. 
118. Shinde SD et al. International Journal of Community Medicine and Public Health 
.2016 Aug;3(8):2281-2286. http://www.ijcmph.com p 
119. Veena KS et al. The Knowledge and attitude of breast self examination and 
mammography among rural women. International Journal of Reproduction, 
Contraception, Obstetrics and Gynecology. 2015 Oct;4(5):1511-1516. 
120. Yuan Huang, Ke Zhou, Hui Li, Anrong Wang. Knowledge, Attitudes, and 
Behaviour Regarding Breast Cancer Screening among Women from Different 
Socio-economic Regions in Southwest China. Asian Pacific J Cancer Prev.2010; 12: 
203-209. 
121. Anderson BO et al. Early detection of breast cancer in countries with limited 
resources. The Breast Journal. 2003; 9(2):51-9. 
122. Akhigbe AO, Omuemu VO. Knowledge, attitudes and practice of breast cancer 
screening among female health workers in a Nigerian urban city. BMC Cancer. 
2009; 9: article 203. View at Publisher · View at Google Scholar · View at Scopus 
123. Arkierupaia Shadap, Maria Pais & Anusuya Prabhu. A descriptive study to assess 
the knowledge on breast Cancer and utilization of mammogram among women In 
selected villages of Udupi district, Karnataka. NUJHS. December2014;4(4) : ISSN 
2249-7110. 
124. Lazaraviciute G, Chaturvedi S. Breast Pain, Nipple Pain and Nipple Discharge – An 
Overview. Ann Breast Cancer Res .2017; 2(1): 1009. 
125. Minton JP, Abou-Issa H, Reiches N, Roseman JM. Clinical and biochemical studies 
on methylxanthine-related fibrocystic breast disease. Surgery. 1981;90:299–304.  
168 
126. Benito-Garcia E, Heller JE, Chibnik LB, et al. Dietary caffeine intake does not 
affect methotrexate efficacy in patients with rheumatoid arthritis. J Rheumatol. 
2006; 33:1275–1281. 
127. Cecchini RS, Costantino JP, Cauley JA, Cronin WM, Wickerham DL, Land SR, 
Weissfeld JL, Wolmark N. Body mass index and the risk for developing invasive 
breast cancer among high-risk women in NSABP P-1 and STAR breast cancer 
prevention trials. Cancer Prev Res (Phila). 2012; 5: 583-592. View Article Google 
Scholar 
128. Albuquerque RC, Baltar VT, Marchioni DM. Breast cancer and dietary patterns: a 
systematic review. Nutr Rev. 2014; 72: 1-17.PubMedView Article Google Scholar 
129. Lynch BM, Neilson HK, Friedenreich CM. Physical activity and breast cancer 
prevention Recent Results. Cancer Res. 2011; 186: 13-42. 
130. Norat T, Aune D, Chan D, Romaguera D. Fruits and vegetables: updating the 
epidemiologic evidence for the WCRF/AICR lifestyle recommendations for cancer 
prevention. Cancer Treat Res. 2014; 159: 35-50. 
131. Soyer MT, Ciceklioglu M, Ceber E. Breast cancer awareness and practice of breast 
self examination among primary health care nurses: influencing factors and effects 
of an in-service education. Journal of Clinical Nursing. April; 16(4): 707-15. 
132. Avci IA. Factors associated with breast self-examination practices and beliefs in 
female workers at a Muslim community. European Journal of oncology Nursing. 
2008 April; 12(2): 127-33. 
133. Pinar Erbay Dundar, Dilek Ozmen, Beyhan Ozturk, Gokce Haspolat, Filiz Akyildiz, 
Sumeyra Coban , Gamze Cakiroglu. The knowledge and attitudes of breast self 
examination and mammography in a group of women in a rural area in western 
Turkey. BMC Cancer. 2006; 6:43. 
169 
134. Chaudhury UK, Srivastava R, Fitch MI. Breast cancer detection practices of south 
Asian women. knowledge, attitudes and beliefs. Oncology Nursing Forum. 1998 
Nov-Dec; 25(10): 1693-701. 
135. Friedman LC, Nelson DV, Webb JA, Hoffman LP, Baer PE. Dispositional 
optimism, self efficacy, and health beliefs as predictors of breast self-examination. 
American Journal of Preventive Medicine. 1994; 10(3):130-5. 
136. Coleman EA, Lord JE, Bowie M, Worley MJ. Statewide breast cancer screening 
project. Cancer Nurs. 1993;16(5):347-53.   
137. Zahra Ghodsi, Simin Hojjatoleslami.  A Survey about  Educational  Needs Of Breast 
Cancer And B.S.E IN Iranian Women. Procedia Soc. Behav. Sci.2012; 46: 2561-
2565. 
138. Salaudeen AG, Akanda TM, Musa OI. Knowledge, and Attitudes to Breast cancer 
and Breast Self Examination among female undergraduates in a state in Nigeria. 
European Journal of Social sciences.2009; 7(3): 157-165. 
139. Reda Refahi Ali, (2011): Assessment of knowledge about practicing BSE among 
female students at South Valley University. Master Thesis, Nursing College.   
140. Rosemary B. Bassey, Nicholas K. Knowledge, Attitudes and Practices of Breast 
self-examination among Nursing Students in Lagos University Teaching Hospital. 
Nigeria. Academic Journal of Cancer Research.2010; 3 (2): 11 -15. 
141. Jahan S, Al-Saigul AM, Abdelgadir MH.Breast cancer- Knowledge, attitudes and 
practices of breast self-examination among women in Quassim region of Saudi 
Arabia.Saudi Medical Journal. 2006 November; 27(11): 1737-41. 
142. Kung. Chemical genomic profiling to identify intracellular targets of a multiplex 
kinage inhibitor. USA Proc Natl Acad Science, 2005. 
170 
143. Aya Akel, Mohammed R. Tarawneh, Mohammed I. Tarawneh. Knowledge and 
Practice of Jordanian Women towards Breast Cancer and Breast Self-Examination: 
A Cross-Sectional Study  Journal of the Royal Medical Services. 2011 June;18(2): 
80 – 86. 
144. Soumya Thomas, Stephy Mathew, Swimmi Joshy, Tintu Jose, Vrinda Vijayan, 
Archa Prem, Shanthakumari .Study the knowledge on breast self-examination 
among the women of reproductive age group. International Journal of Recent 
Scientific Research. September 2013;4(9):1357- 1360,  
145. Nithya Knowledge AS. Attitude And Practice Of Breast Self-Examination Among 
Female Patients Attending A Rural Health Centre In Kanchipuram District, Tamil 
Nadu, India. Research Journal of Pharmaceutical, Biological and Chemical 
Sciences. September - October  2015; 6(5):  130-135 
146. Evangeline Mary A, Karunya M, Priyanka MN, Keerthana S, Praveetha C. a study 
on knowledge and practice of breast self examination among women between 30 to 
60 years attending a tertiary care hospital in Chennai . Stanley Medical Journal. 
January-March  2017; 4(1): 14-19. 
147. Santoshini et al.   Evaluation of knowledge, attitude and awareness of breast cancer 
among south Indian women population. European Journal of Pharmaceutical and 
Medical Research ejpmr. 2016;3(5):523-530. 
148. Secginli S, Nahcivan NO. The effectiveness of a nurse-delivered breast health 
promotion program on breast cancer screening behaviors in non-adherent Turkish 
women: A randomized controlled trial. International Journal of Nursing 
Studies.2011; 48(1) :24-36. doi:10.1016/j.ijnurstu.2010.05.016 
149. Chan SSC, Chow DMK, Loh EKY, Wong DCN, Cheng, KKF, Fung WYC, 
Cheung PS. Using a community based outreach program to improve breast health 
171 
awareness among women in Hong Kong. Public Health Nursing. 2007; 24: 265-
273. 
150. Anakwenze CP, Coronado-Interis E, Aung M, Jolly PE. A Theory-Based 
Intervention to Improve Breast Cancer Awareness and Screening in Jamaica. Prev 
Sci.2014); [Epub ahead of print] 
151. Lee-Lin F, Pedhiwala N, Nguyen T, Menon U. Breast Health Intervention Effects 
on Knowledge and Beliefs Over Time Among Chinese American Immigrants-a 
Randomized Controlled Study. J Cancer Educ. 2014;  [Epub ahead of print] 
152. Shadia A. Yousuf . Breast Cancer Awareness among Saudi Nursing Students 
Department of Nursing, Faculty of Applied Medical Sciences, King Abdulaziz 
University, Jeddah, Saudi Arabia. JKAU: Med. Sci.2010; 17(3), 67-78. 
153. Hussien RA et al. Knowledge, attitude and practice of breast self examination  .Int J 
Res Med Sci. 2016 Jul;4(7):2938-2942. 
154. Lewin SA, Dick J, Pond P, Zwarenstein M, Aja Gvan Wyk B. Lay health workers in 
primary and community health care (Review). The Cochrane Library.  2009;(1):1-
100.   
155. Asuquo IM,  Olajide TE. The Role of Health Education on Breast Cancer awareness 
among University of Calabar Female Undergraduates. Journal of Education and 
Practice .2015; 6(24). 
156. Maha Mousa. Effect of Breast Self-Examination Education Program on Knowledge, 
Attitude and Practice of Nursing Students. International Journal of Research Studies 
in Biosciences (IJRSB).July 2014;2(6): 40-49. 
157. Mona Abd Elsabour, Sherene Ahmed Qalawa, Magda Aly Mohamed, Omaima 
Mohamed Elalem.  Impact of health educational intervention regarding breast self 
172 
examination among Port Said female university students. J Am Sci 2013;9(3):378-
384. (ISSN: 1545-1003). http://www.jofamericanscience.org. 61 
158. Bala D, Gameti H. An educational intervention study of breast self examination 
(BSE) in 250 women beneﬁciaries of urban health centers of west Zone of 
Ahmedabad. Healthline 2011; 2(2). 
159. Hajian S, Vakilian K, Najabadi KM, Hosseini J, Mirzaei HR. Impact of a health 
education intervention program regarding breast self examination by women in a 
semiurban area of Madhya Pradesh, India. Asian Pac J Cancer.2011;  2( 4): 252-
268. 
160. Urmila Bhardwaj, Jincy Daniel. Effectiveness of IEC on Knowledge and Awareness 
of Women regarding Breast Cancer and Breast Self Examination residing in a 
selected Urban Slum of Delhi. Int. J. Nurs. Midwif. Res. 2015; 2(1): 1-6. 
161. Sudha Ramalingam, Nivedhitha, Pon.divya, Madhurima, Poonguzhali. Knowledge 
and Attitude about Breast Cancer and Breast Self Examination among school 
teachers. Asian Student Medical Journal.2012; 11:1 
162. Amutha P. Effectiveness of structured teaching program on breast self examination 
for early detection of breast cancer. Nightingale Nursing Times. 2010; 6(2):41-4 
163. Denise F. Polit & Cheryl Tatano Beck. Nursing Research- Generating and assessing 
evidence for nursing practice. Lippincott Williams & Wilkins, 8
th
 edition, 2008 
164. Negri E, La Vecchia C, Bruzzi P, Dardanoni G, Decarli A, Palli D, et al. Risk 
factors for breast cancer: Pooled results from three Italian case‑control studies. Am 
J Epidemiol .1988; 128:1207‑15. 
165. Bhadoria, et al. Reproductive factors and breast cancer. Indian Journal of Cancer 
.October–December 2013 ;50(4):316-321. 
173 
166. Weisstock CR, Rajapakshe R, Bitgood C, McAvoy S, Gordon PB, Coldman AJ, et 
al. Assessing the breast cancer risk distribution for women undergoing screening in 
British Columbia. Cancer Prev Res (Phila) 2013;6(10):1084–92. 
167. Rao RS, Nair S, Nair NS, Kamath VG. Acceptability and effectiveness of a breast 
health awareness programme for rural women in India. Indian J Med Sci. 2005; 
59:398-402.  
168. Grindel CG, Brown L, Caplan L, Blumenthal D. The effect of breast cancer 
screening messages on knowledge, attitudes, perceived risk, and mammography 
screening of African American women in the rural South. Oncol Nurs Forum. 2004 
Jul 13; 31(4):801-8. 
169. Okobia MN, Bunker  CH,  Okonofua  FE.  Osime  U. Knowledge, attitude and 
practice of Nigerian women towards breast cancer: a cross-sectional study. World J 
surg oncol. 2006;4:11.  
170. Gwarzo  UM,  Sabitu K, Idris,SH.  Knowledge  and practice  of  breast  self-
examination  among  female undergraduate  students  of Ahmadu Bello  university 
Zaria,North  western  Nigeria.  Ann  afr  med. 2009;8(1)55-8.  
171. Nde FP, Assob JCN, Kwenti TE, Njunda AL, Tainenbe TRG. Knowledge, attitude 
and practice of breast self-examination among female undergraduate students in the 
University of Buea. BMC Res Notes [Internet]. 2015;8(1):43. [cited2017 Feb 19]. 
Available from: http://dx.doi.org/10.1186/s13104-015-1004-4 
172. Champion V. Results of a nurse delivered intervention on proficiency and nodule 
detection with breast self examination. Oncol Nurs Forum. 1995; 22(5):819-24. 
173. Karayurt O, Ozmen D, Cetinkaya A.C. Awareness of breast cancer risk factors and 
practice of   breast self examination among high school students in   Turkey. BMC 









JAN 2013-DEC 2013 JAN 2014-DEC 2014 JAN 2015-DEC 2015 JAN 2016- DEC 2016 
A Conceptual phase   
1 Problem identification 2                                               
2 Literature review   2 2 2                                         
3 Clinical fieldwork         2 2                                     
4 Theoretical framework             2                                   
5 Hypothesis formulation               2                                 
B Design & planning phase   
6 Research design                 2                               
7 Intervention protocol                   2 2                           
8 Population specification                       2                         
9 Sampling plan                         2                       
10 Data collection plan                           2                     
11 Ethics procedure                             1                   
12 Finalization of plans                             1                   
C Empirical phase   
13 Data collection                               1 1 1 1 1 1       
14 Data preparation                               1 1 1 1 1 1       
D Analytical phase   
15 Data analysis                                           2     
16 Interpretation of results                                             2   
E Dissemination phase   
17 Presentation or report                                               2 
18 Utilization of findings                                                 





Urkund Analysis Result 
Analysed Document: plagiarism S Bhagavathy.doc (D33545631)
Submitted: 12/9/2017 10:39:00 AM 
Submitted By: bagu1978@yahoo.co.in 
Significance: 13 % 
Sources included in the report: 
Jose Eapen Jolly Cecily.docx (D27901607) 
All Chapters.docx (D31942234) 
0870040016-S.docx (D28687539) 
SWETA DESAI PLAGARISM.docx (D20989379) 
second plagerism.docx (D32735073) 
Geeta Das_Medicail Science.doc (D15351913) 
Khushpinder_dissertation_Palgiacheck.docx (D29796476) 
NARO'S THESIS.docx (D21761858) 
http://theoncologist.alphamedpress.org/content/11/5/435.full 
http://www.breastcancer.org/symptoms/testing/types/self_exam 
Instances where selected sources appear: 
136 









CERTIFICATE FOR RESEARCH PUBLICATION/ 
PRESENTATION 
This is to certify that MS.BHAGAVATHY, M.Sc(N), pursuing her PhD 
Programme in Nursing from Omayal Achi College of Nursing, affiliated to The Tamil 
Nadu Dr.M.G.R. Medical  University, Guindy, has published/ presented the  following 
papers in journals/ international conference during her period of study, under my 
supervision and guidance. The copies of the publication and certificate of presentation 
has been attached. 
INDEX OF THE RESEARCH PUBLICATION/PRESENATION 
JOURNAL PUBLICATIONS 




Pilot study on effectiveness 
of Technology Enabled 
Learning Progamme on 
knowledge on prevention of 
selected breast diseases and 
practice on Breast Self 
Examination (BSE) among 











Effectiveness of educational 










Effectiveness of health care 
package on knowledge and 
attitude regarding minor 












Dr. S. KANCHANA, M.Sc. (N), Ph D (N), POST DOC.(RESEARCH), 
PRINCIPAL & Ph D (N) RESEARCH GUIDE, 
OMAYAL ACHI COLLEGE OF NURSING, 
45, AMBATTUR ROAD, 
PUZHAL, CHENNAI – 66 
Artilce History
Received on: Nov 15th
2016  
Received in Revised
form: Dec 09th, 20th
2016  











   
Effectiveness of a Technology Enabled Learning Programme on Knowledge for the Prevention of
Selected Breast Diseases and Practice of Breast Self-Examination (Bse) among Women in Selected
Villages, Thiruvallur District  
Bhagavathy.S, Kanchana.S  
Abstract:  
Background: A woman’s breasts are an integral part of her feminity and identity. Around 200,000 cases of
breast diseases are diagnosed annually. Breast diseases are more prevalent among females as compared to
males and the pattern of breast diseases and their etiology vary among different countries and ethnic
groups. Benign lesions of breast are the most common lesions which account for 90% of the clinical
presentations related to the breast. About half of the women population suffers from benign breast diseases
in their lifetime. Benign breast problems, in spite of their high prevalence, have been neglected and
trivialized by both the medical professionals as well as by women with the problems. The reasons for this
could be many but the most important reasons are the stigma attached to seeing a doctor and
communicating about their breast related problem, fear of having cancer and the general neglect that
women show towards their health. Objective: The objective of the study was to evaluate the effectiveness
of a technology enabled learning programme on knowledge for the prevention of selected breast diseases
and practice of Breast Self-Examination (BSE) among women. Methods: Quantitative research approach
with true experimental design was used. A total of 50 women at risk aged between 20-40 years formed the
samples, with 25 women each in the experimental and control groups. Random sampling technique -
cluster randomization was used for the selection of villages and for the selection of samples, total
enumeration technique was followed. Data was collected using a structured interview schedule and
observation checklist. Results: Both the data collection tools were found to be highly reliable. Statistical
analysis of the background and clinical variables revealed homogeneity between the experimental and
control group in the pre-test. The statistical comparison of the level of knowledge and practice revealed
that the experimental group ‘Z’ value was5.89and the practice gain score of 53. 2% showed a very high
statistical significance at p=0.001. Positive moderate correlation was identified between the level of
knowledge and practice, thus indicating that the technology enabled learning programme was effective. 
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EFFECTIVENESS OF EDUCATION INTERVENTIONAL PACKAGE  
ON KNOWLEDGE REGARDING REPRODUCTIVE CANCER 
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ABSTRACT 
Effectiveness of Education interventional Package on knowledge regarding reproductive cancer among 60 
opinion leaders (30 in experimental group and 30 in control group). Knowledge was assessed using structured 
knowledge questionnaire. Pre and post test was done. Intervention regarding reproductive cancer was done using 
education interventional package. The mean post test knowledge regarding reproductive cancer in experimental group 
was significantly high t= 20.839 (p < 0.001) respectively. 
KEYWORDS: Education Interventional Package, Knowledge on Reproductive Cancer 
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INTRODUCTION 
Reproduction is an essential process for the survival of all living things. All living beings in the earth 
reproduce. Human reproductive system functions to reproduce and bear live offspring. The organs and structures 
of the female reproductive system give women the ability to produce a new life. They also provide a place for the 
fetus to grow and develop. Since the female reproductive system plays such an important role throughout the life 
of a woman, it receives special consideration. 
Reproductive health is a universal concern, but is of special importance for women particularly during the 
reproductive years. During the period of reproductive life many changes occurs in a women’s body as a results of 
hormonal influences and adaptation to the physiological process. Several female reproductive disorders may affect 
the health status and overall quality of life of woman. A healthy reproductive system makes the miracle of life 
possible. 
Cancer as a dreadful disease has a relentless, very painful and debilitating curse and if not treated 
properly in time, results in death. Cancer is major public health problem affecting million of people worldwide. 
The prevalence of cancer is increasing in developing world due to increase in life expectancy, increased 
urbanization and adoption of western life style 
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includes breast cancer, cervical cancer, endometrial cancer and ovarian cancer  
The Problem 
A quasi-experimental study to assess the effectiveness of education interventional package on knowledge 
regarding reproductive cancer among opinion leaders at selected schools, Thiruvannamalai district 
Objectives 
• To assess and compare the pre and post test level of knowledge regarding reproductive cancer among opinion 
leaders in experimental and control group. 
• To assess the effectiveness of education interventional package on knowledge regarding reproductive cancer 
among opinion leaders. 
• To associate the selected demographic variables with the mean differed knowledge score regarding reproductive 
cancer in experimental and control group. 
Assumptions 
• Opinion leaders may have some knowledge regarding reproductive cancer. 
• Education interventional package will enhance the knowledge of opinion leaders regarding reproductive cancer. 
Null Hypotheses 
Ho1: There will be no significant difference between the pre and post test level of knowledge regarding 
reproductive cancer among opinion leaders between experimental and control group at the level of p<0.05 
Ho2: There will be no significant association between the mean difference in knowledge and selected 
demographic variables among opinion leaders. 
MATERIALS AND METHODS 
Education interventional package: It refers to the information provided by the investigator to create awareness 
among opinion leaders regarding reproductive cancer (breast, cervical, endometrial, and ovarian cancer) which was given 
by means of lecture cum discussion on definition, causes, signs and symptoms, treatment, and preventive strategies. 
Knowledge: It refers to the ability of the opinion leaders to respond to the questions regarding reproductive 
cancer which was assessed by structured knowledge questionnaire prepared by the investigator which include definition, 
causes, signs and symptoms, risk factor, investigation, treatment of breast, cervical, Endomertirum and ovarian cancers. 
The content was administered using 
• Lecture cum discussion with power point presentation on general information, definition, causes, risk factor, signs 
and symptoms, investigation, and preventive strategies on reproductive cancer. 
• Slide show on breast self examination. 
• Reinforcement through pamphlet- on preventive strategies.  
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Effectiveness 
It refers to the outcome of education interventional package on knowledge regarding reproductive cancer among 
opinion leaders, which was assessed by structured knowledge questionnaire prepared by the investigator 
Opinion Leaders 
It refers to the teachers who were working at selected schools Thiruvannamalai district. 
The conceptual framework, of the present study was based on “King’s Goal Attainment Model” (1989). The 
research approach utilized in this study was quantitative research approach. The research design adopted for this study was 
quasi experimental non equivalent control group design. The independent variable for the study was the education 
interventional Package. The dependent variables for the study were knowledge regarding reproductive cancer among 
opinion leaders. The extraneous variables were age, designation, marital status, type of family, family history of cancer, 
previous knowledge and source of information. The study was conducted at Government schools, Thiruvannamalai district. 
Total numbers of schools were 250 and permission was obtained from Chief Educational Officer for 4 schools. The 
samples consisted of 60 opinion leaders were selected by purposive sampling technique. 
Section A 
Demographic Variables 
Consisted of demographic variables which included age, designation, marital status, type of family, family history 
of cancer, previous knowledge and source of information. 
Section B 
Tool on knowledge regarding reproductive cancer 
A structured knowledge questionnaire was developed to assess the knowledge regarding reproductive cancer 
among opinion leaders 
Components of Knowledge Questionnaire 
Table 1 
Items Number of Questions 
General information 3 
Information related to breast cancer 
(causes, signs and symptoms, risk 
factors) 
4 
Endometrial, cervical, ovarian 
cancer (causes, signs and symptoms, 
risk factors) 
4 
Treatment  3 
Preventive strategies  11 
Total 25 
 
Each item was objective type and closed ended with a single correct answer. Every correct answer was given a 
score of “1’’ mark and wrong answer was given “0’’mark. The total score of the item was 25. The raw score was converted 
to percentage to interpret the level of knowledge. 
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Reproductive Cancer 
The intervention consisted of education interventional package on reproductive cancer prepared by the 
investigator which includes definition, causes, signs and symptoms, risk factor, investigation, treatment of breast, cervical, 
Endomertirum and ovarian cancers and phamplet. 
Data Collection Procedure 
The investigator selected 60 samples, who fulfilled the sample selection criteria using purposive sampling 
technique. 30 samples were selected from Government girl’s higher secondary school, Thandrambattu and Municipality 
girl’s higher secondary school, Thiruvannamalai which was considered as experimental group and 30 samples were 
selected from Government girl’s higher secondary school, Vettavalam, Government girl’s higher secondary school, 
Kizhpennathoor which was considered as control group. The data collection for the study was collected within the period 
of four weeks.  
The investigator gave brief introduction about self and purpose of the study to opinion leaders. They were made to 
sit comfortably in a well ventilated room and confidentiality regarding the data was assured to win their cooperation during 
data collection. After obtaining verbal and written informed consent for willingness to participate in the study, the pretest 
level of knowledge was assessed using structured knowledge questionnaire which took about 15-20 minutes. On the next 
day the opinion leaders were made to sit comfortably in well ventilated room. The investigator administered Education 
interventional package on reproductive cancer using lecture cum discussion with the power point presentation which took 
about 30-40 minutes for opinion leaders in Government girl’s higher secondary school, Thandrambattu between 12 pm-
12.45 pm and in Municipality girl’s higher secondary school, Thiruvannamalai between 4pm-5pm. The doubts of the 
opinion leaders were clarified and a pamphlet on preventive strategies was given to sustain the knowledge of opinion 
leaders. After 7 days posttest level of knowledge was assessed using structured knowledge questionnaire.  
For control group same data collection procedure was executed without intervention (wait list control group). 
Findings 
With regard to age in years, 18(60%) in experimental group and 22(73.33%) in control group were between the 
age group of 30-40 years, 26(86.67%) in experimental group and 16(53.33%) in control group were graduates, 30(100%) 
were married in both experimental and control group, 18(60%) belonged to nuclear family in both experimental and 
control group respectively. family history of cancer, in experimental group 4(13.33%) had family history of cancer, out of 
which 4 opinion leader family member 2(50%) had uterine and lung cancer. Whereas in control group 3(10%) had family 
history of cancer, Out of 3 opinion leaders family members 2(66.67%) had lung cancer and 1(33.33%) had oral cancer. 
Regarding source of information 11 (36.67%) in experimental group and 15(50%) in control group had received 
information on reproductive cancer out of which 5(45.45%) in experimental group have gained information through 
newspaper/ magazine, health care personnel, 8(53.33%) in control group have gained information through health care 
personnel. 
With regard to over all pretest level of knowledge in experimental group majority 27(90%) had inadequate 
knowledge, 3(10%) had moderately adequate knowledge, similarly 23(76.67%) had inadequate knowledge, 7(23.33%) had 
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With regard to post test level of knowledge in experimental group 24(80%) had adequate knowledge, 6(20%) had 
moderately adequate knowledge where as in control group majority 23(76.67%) had inadequate knowledge and 7(23.33%) 
had moderately adequate knowledge 
 
Figure 1: Percentage Distribution of the Overall 
      Pretest Level of Knowledge Regarding Reproductive Cancer 


























Figure 2: Percentage Distribution of the Overall Posttest 
        Level of Knowledge Regarding Reproductive Cancer among 
        Opinion Leaders in the Experimental and Control Group 
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Table 2: Comparison of Pre and Post Test Level of Knowledge 
       Regarding Reproductive Cancer among Opinion 






't' Value Mean S.D Mean S.D 
Pretest  10.20  1.52 10.70 2.32 
 t = -0.987 
p = 0.328 
(NS) 
Posttest  20.67  2.19 10.67 2.68 
t = 
15.827*** 
p = 0.001 
(S) 
                                                 ***p < 0.001, S – Significant, NS – Not Significant 
The mean post test knowledge among experimental group was significantly high, M=20.67, t=15.827 (p<.001). In 
control group mean post test knowledge, M=10.67, t=-0.987 (p>.05) it was not statistically significant. 
The demographic variables type of family, family history of cancer, had showed low statistically significant 
association at p<0.05 level and other demographic variables did not reveal any significant association with the mean 
differed knowledge score regarding reproductive cancer among opinion leaders in experimental group. 
CONCLUSIONS 
The midwives play an important role in educating women through specially designed educational programs in the 
clinical setting, as well as, through community outreach strategies that suit our social and cultural setting. In addition, they 
constitute an important source of information within their social networks. Midwives have a vital role to educate the 
opinion leaders and to build their knowledge, understanding in relation to reproductive cancer. Midwives should possess 
professional responsibility in educating opinion leaders that encompass teaching, counseling and clinical roles. The 
findings of this study will act as a catalyst to carry out more extensive and cost effective research in promoting knowledge 
and early detection of reproductive cancer. 
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EFFECTIVENESS OF HEALTH CARE PACKAGE ON KNOWLEDGE AND 
ATTITUDE REGARDING MINOR AILMENTS DURING POSTNATAL PERIOD 
PRIYADARSHINI. T, BAGAVATHY. S & S. KANACHANA 
Omayal Achi College of Nursing, Chennai, Tamil Nadu, India 
ABSTRACT 
A Quasi-experimental study was conducted to assess the effectiveness of Health care package on knowledge and 
attitude among postnatal mothers at selected hospitals, Chennai. 60 postnatal mothers who satisfy the inclusion criteria 
were selected as samples using purposive sampling technique. Health care package was administered. The pre and post 
test level of knowledge and attitude was assessed using structured knowledge questionnaire and modified 4 point likert 
scale. The findings revealed that there was a high statistical difference in the level of knowledge and attitude regarding 
minor ailments during postnatal period among postnatal mothers in experimental group. The correlation of the post test 
mean knowledge with attitude score in experimental group, showed (r=0.55) a moderate positive correlation. The analysis  
revealed  that there was a significant  association of occupation with the mean differed knowledge score at p < 0.01 level 
and number of gravida  with mean differed attitude score  at p < 0.01 level. Thus Health care package was an effective 
technique in improving knowledge and attitude regarding minor ailments during postnatal period. 
KEYWORDS: Minor Ailments of Postnatal Period, Prevention of Postnatal Minor Ailments 
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INTRODUCTION 
Postnatal period (Post meaning ‘after’ and natal is meaning ‘of birth’) is the time beginning immediately 
after birth of a child and extends for about a period of 6 weeks. Postpartum indicates the period of the restoration, 
during which the body tissues, in particular the genital and pelvic organs, return to their pre pregnancy state.   
Being a mother is never too easy. The postpartum period is a time for mothers to adjust to the new role of 
motherhood, because of the rapid changes which are taking place in early puerperium mother experiences some 
discomforts although they are considered normal. Common discomforts which may upset the women during 
puerperal period are breast engorgement, cracked and sore nipple, after pain, sub involution of uterus, episiotomy 
wound infection, constipation and postnatal blues. 
The incidence of breast engorgement varies from a few to 33% of lactating women and from developed 
countries the incidence varies between 0.04% and 8.9%. Breast problems include engorgement, sore or cracked 
nipples, mastitis and breast abscess. (World Health Organization 2009). 
STATEMENT OF THE PROBLEM 
A quasi experimental study to assess the effectiveness of Health Care Package on knowledge and attitude 
regarding minor ailments during postnatal period among postnatal mothers at selected hospitals, Chennai. 
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OBJECTIVES 
 To assess and compare the pre and post test level of knowledge and attitude regarding minor ailments during 
postnatal period in experimental and control group. 
 To assess the effectiveness of Health care package on knowledge and attitude regarding minor ailments during 
postnatal period  
 To correlate the post test level of knowledge with attitude regarding minor ailments during postnatal period 
among postnatal mothers in experimental and control group 
 To associate the selected demographic variables with mean differed knowledge score  and attitude score regarding 
minor ailments during postnatal period in experimental group 
NULL HYPOTHESES 
NH1: There is no significant difference between the pre and post test level of knowledge and attitude regarding 
minor ailments during postnatal period between experimental and control group at p <0.05. 
NH2: There is no significant relationship in the post test level of knowledge with attitude regarding minor ailments 
during postnatal period in experimental and control group at  p <0.05. 
NH3: There is no significant association of selected demographic variables with mean differed knowledge score 
and attitude score regarding minor ailments during postnatal period in experimental group at p <0.05. 
METHODOLOGY 
Quasi experimental non equivalent control group design was used. The study was conducted at Sir Ivan Stedeford 
Hospital and Vijaya Hospital, Chennai, 60 postnatal mothers who satisfy the inclusion criteria were selected as samples 
using purposive sampling technique. Demographic data was collected. Pretest level of knowledge was assessed using 
structured knowledge questionnaire and attitude using modified 4 point likert scale. On the same day the mothers in the 
experimental group were made to sit comfortably in group and Health care package was regarding minor ailments during 
postnatal period was  administered to postnatal mothers by using lecture cum discussion with power point presentation 
which took about 20 – 25 minutes. After 7 days post test level of knowledge was assessed using structured knowledge 
questionnaire and attitude by modified 4 point likert scale. For control group same data collection procedure was executed 
without intervention and hospital routine was followed. Health care package was administered after the post test for the 
control group 
DATA ANALYSIS 
Data analysis was done using both descriptive and inferential statistics. The findings of the study revealed that pre 
and post test level of knowledge and attitude in experimental group t value was  25.290 and  26.473 which was significant 
at  p < 0.001 level and  in control group  t value was  1.000 and  1.439 which was not significant. The findings revealed 
that there was a high statistical significant difference in the level of knowledge and attitude regarding minor ailments 
during postnatal period among postnatal mothers in experimental group. The correlation of the post test mean knowledge 
with attitude score in experimental group, showed (r=0.55) a moderate positive correlation. The analysis  revealed  that 
there was a significant  association of occupation with the mean differed knowledge score at p < 0.01 level and number of 
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gravida  with mean differed attitude score  at p < 0.01 level.  
 
Figure 1: Overall Post Test Level of Knowledge Regarding  
    Minor Ailments during Postnatal Period 
 
Table 1: Posttest Level of Attitude Regarding Minor Ailments during Postnatal Period 




Moderately Favourable Attitude 
(50 – 75%) 
Favourable Attitude 
(>75%) 
No. % No. % No. % 
Experimental Group - - 2 6.67 28 93.33 
Control Group  - 30 100.0 - - 
 
Table 2: Comparison of pre and Post Test Level of Knowledge  
On Minor Ailments during Postnatal Period 
                   N = 60 
Knowledge Experimental Group Control Group Unpaired 'T' Value Mean S.D Mean S.D 
Pretest 10.83 2.44 10.53 1.79 t = 0.543 p = 0.589 (NS) 
Posttest 22.87 1.74 10.50 1.74 t = 27.576*** p = 0.001 (S) 
                                 ***p < 0.001, S – Significant NS – Not Significant 
Table 3: Comparison of Pre and Post Test Level of Attitude  
    on Minor Ailments during Postnatal Period 
                 N = 60 
Knowledge Experimental Group Control Group Unpaired 'T' Value Mean S.D Mean S.D 
Pre test 22.93 2.15 24.87 2.11 t = 3.514*** p = 0.001 (S) 
Post test 32.97 1.88 24.80 2.11 t = 15.823*** p = 0.001 (S) 
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Table 4: Correlation of the Posttest Mean Knowledge Score with Attitude Score 
regarding Minor Ailments during Postnatal Period in Experimental Group 
N = 30 
Post Test Mean S.D ‘R’ Value 
Knowledge 22.87 1.74 r = 0.557*** 
p = 0.001(S) Attitude 32.97 1.88 
                                                              ***p < 0.001, S – Significant 
RESULTS AND DISCUSSIONS 
There was an enhancement in the level of knowledge after administration of Health care package which in turn 
created a favourable attitude among postnatal mothers in experimental group. Thus Health care package was an effective 
education technique in improving knowledge and attitude regarding minor ailments during postnatal period 
CONCLUSIONS 
Midwives  practicing in the clinical area have a good opportunity to educate the women regarding minor ailments 
during postnatal period like breast engorgement, cracked and sore nipple, sub involution of uterus, constipation etc. 
Research based practice is a hall mark of professional nursing. The students should be encouraged, given responsibility, 
independence and opportunities to practice varied procedures founded upon evidence based practice. The findings of this 
study will act as a catalyst to carry out more extensive, qualitative focused and cost effective research in prevention of 
puerperal complications 
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I have been informed that Ms. Bhagavathy.S , PhD Scholar at Omayal Achi 
College of Nursing, is doing her research on the topic “An experimental study to 
evaluate the effectiveness of technology enabled learning programme on Knowledge on 
prevention of selected breast diseases and practice on Breast Self-Examination (BSE) 
among women in selected villages, Thiruvallur District”.  I have been explained that the 
data collection for the study involves disclosure of my personal information regarding 
demography, risk factors, and details regarding breast diseases along with demonstration 
of BSE.  
 
I understand that my identity and all information disclosed by me will be kept 
confidential. I also realize that there are no risks associated and my participation in this 
study is entirely voluntary. I have also been informed that I may choose to discontinue 
my participation at any point if wish and will continue to be treated in the usual and 
customary manner. I realize that my anonymity will be maintained throughout the study. 
However, the data collected and the study proceedings may be audio or video recorded 
and used in nursing publication or presentations for the benefit of women. 
 
Any queries regarding my involvement in the study will be clarified by the 
investigator at any time. The study has been explained to me and I have understood the 
contents of the consent form. All my questions have been answered and hence I give my 
full cooperation and consent to participate in the study. 
If needed, I may contact the investigator,  
Ms. Bhagavathy.S (Mobile No. 9486530324) 
PhD Scholar & faculty, 
Omayal Achi College of  Nursing,  
Puzhal, Chennai-66. 
 
Name of the participant:                                                    Signature with date 
 
Name of the investigator:                                                  Signature with date 
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OMAYAL ACHI COLLEGE OF NURSING, PUZHAL, CHENNAI 
BREAST DISEASE RISK ASSESSMENT TOOL 
SAMPLE ID:                                                             VILLAGE: 
NAME        :                                                             CONTACT NUMBER:   
 
  
S.NO. ITEMS YES NO 
1 Did you attain menarche before 12yrs   
2 Do you have irregular menstrual cycle   
3 Are you a nulliparous women( not having 
children) 
  
4 Do you have any history of abortion   
5 Did you had your first childbirth after the age 
of 30 
  
6 Have you used oral contraceptives   
7 Have you breast fed your baby<12months   
8 Is there a  family history of breast disease   
9 Is there  a family history of breast cancer   
10 Is there  any history of breast injury   
11 Do you use any hormone replacement therapy   
12  Have you been exposed to radiation( chest) 
before the age of 15yrs.  
  
13 Do you have the habit of using tobacco   
 
OMAYAL ACHI COLLEGE FOF NURSING, PUZHAL, CHENNAI 
STRUCTURED KNOWLEDGE QUESTIONNAIRE 
 
SECTION I : DEMOGRAPHIC DATA 
SAMPLE ID:                                                                                                                       VILLAGE: 
NAME:                                                                                                                                 CONTACT 
NUMBER: 
 
1. What is your age?(in years) ____________ 
2. What is your educational status? 
1) Graduate and above 
2) Higher Secondary School 
3) High School Certificate  
4) Middle School Certificate  
5) Primary School or Literate  
6) Non literate  
3. What is your occupation?  
1) Profession  
2) Semi-Profession  
3) Clerical, Shop-owner, Farmer  
4) Skilled worker  
5) Semi-skilled worker  
6) Unskilled worker 
7) House wife 
8) others  
4. What is your religion?  
1) Hindu  
2) Christian  
3) Muslim  
4) Others  
5. What is your family income per month?(in rupees) 
1) >17,000(Upper Class) 
2) 8000-17,000(Upper Middle Class) 
3) 4000-8000(Lower Middle Class) 
4) 2000- 4000(Lower Class) 
5) < 2000 
6. What is your marital status? 
1) Married- living with partner 
2) Married – separated 
3) Divorced 
4) Single- never married 
5) Single- living with partner 
6) Widow  
7) Others  
7. What is your type of family? 
1) Nuclear family 
2) Joint family 
3) Extended family 
8. Whether you have previous exposure related to knowledge on breast disease? 
1) Yes , If yes the source of information 
i) Newspaper /Magazine  
ii) Family members 
iii) Friends / Relatives 
iv) Radio / TV 




SECTION II: CLINICAL VARIABLES 
 
A. DIETARY RISK FACTORS 
1. What is your diet pattern? 
1) Vegetarian  
2) Non-vegetarian 
3) Ova vegetarian 







1 – 2 days 
3 – 4 days 5 – 6 days All days 
  1 2 3 4 5 
I       
II       
III       
IV       
 
2. Do you have the habit of taking Coffee?  
1) No  
2) Yes  
If yes specify the frequency_____________ 
 Coffee intake Nil 
If yes  
1 – 2 times 
3 – 4 times 5 – 6 times >6times 
  1 2 3 4 5 
I       
II       
III       
IV       
 
B. LIFESTYLE RISK FACTORS 
1. Do you use of brassier? 
1) No 
2) Yes 
If yes duration of hours of use per day ________________ 
 
 




1– 3 hours 
4 – 6 hours 7 – 9 hours 
>9 
hours 
  1 2 3 4 5 
I       
II       
III       
IV       
 
2. Do  you use  deodorants/ body spray/ antiperspirants? 
1) No  
2) Yes  
If yes frequency of use ______/week   
 





If yes  
1– 2days 
3 – 4 days 5 – 6 days 
All 
days 
  1 2 3 4 5 
I       
II       
III       
IV       
 
3. Do you have the habit of doing exercise? 
1) No  
2) Yes  
If yes, how often specify ____________________ 
 
 Habit  of 
doing exercise 
Nil 
If yes  
1– 2days 
3 – 4 days 5 – 6 days 
All 
days 
  1 2 3 4 5 
I       
II       
III       
IV       
 
4. Do you use tobacco? 
1) No  
2) Yes  
 Use of tobacco If yes, Smoking tobacco/ Smokeless tobacco/ both  No 
  2 1 
I    
II    
III    
IV    
 
 Smokable Non smokable 
 
Cigarette Beedi Ganjha Pan Gutka Snuff 
Chewable 
tobacco 
 1 2 3 1 2 3 4 
I        
II        
III        
IV        
 
5. Do you have the habit of drinking alcohol? 
1) No 
2)  Yes 
 Nil 
If yes 
No .of times/week 
In millilitres 
  1-2 3-4 5-6 >6     
 1 1 2 3 4 1 2 3 4 
I          
II          
III          




6. Do you have the habit of doing  Breast Self Examination? 
1) No  
2) Yes 
If yes, how often specify ____________________ 









  1 2 3 4 5 
I       
II       
III       
IV       
 
7. Do you have shift pattern in your job?  
1) No  
2) Yes  
 Shift pattern Nil If yes  
   Day shift Night shift 
  1 2 3 
I     
II     
III     
IV     
 
C. ENVIRONMENTAL RISK FACTOR 
1. Do you have the history of radiological exposure? 
1) No 
2) Yes   
If yes specify the age of exposure___________________ & number of times exposed______ 
 Nil 
If yes 
Age of exposure 
No. of times exposed 
 












1 1 2 
3 
 
1 2 3 4 
I         
II         
III         
IV         
 
D. MEDICAL RISK FACTORS 
1. Do you use hormone replacement therapy? 
1) No  
2) Yes  






If yes  
1-2 years 
3-4 years 5-6years >6years 
  1 2 3 4 5 
I       
II       
III       
IV       
 
2. Do you use of antihypertensives? 
1. No  
2. Yes 
If yes specify drug name and duration _________________ 
 Antihypertensives  Nil 
If yes  
1-2 years 
3-4 years 5-6years >6years 
  1 2 3 4 5 
I       
II       
III       
IV       
 
3. Do you use  antidepressants? 
1. No  
2. Yes 
If yes specify drug name and duration _________________ 
 
 Antidepressants  Nil 
If yes  
1-2 years 
3-4 years 5-6years >6years 
  1 2 3 4 5 
I       
II       
III       










Weight in Kgs BMI 
I     
II     
III     
IV     
 
F. REPRODUCTIVE RISK FACTORS 
 
1. What was your age at menarche? _________ 
 
2. What is your regularity of menstrual cycle? 
1) Regular  
2) Irregular  
      If irregular specify ____________  
 
3. What was your age at marriage? 
1) 15-20 years 
2) 21-25 years 
3) 26-30 years 
4) 31-35 years 
5) >35 years 
6) NA 
4. What is your parity? 
1) Primipara  
2) Multipara  
3) Nullipara  
4) NA 









   If yes 
 Nil  Type of abortion No. of abortion 
  Missed Septic Recurrent Complete  1 2 3 >3 
 1 1 2 3 4 1 2 3 4 
I          
II          
III          
IV          
 
6. What was your age at first child birth? 
1) 15-20 years 
2) 21-25 years 
3) 26-30 years 
4) 31-35 years 
5) >35 years 
6) NA 
 




    If yes 














 1 1 2 3 4 1 2 3 4 
I          
II          
III          
IV          
 




 Breast feeding 
status 
Nil 
If yes  
Duration of feeding(in months) 
   <1 1-6 6-12 >12 
  1 2 3 4 5 
I       
II       
III       
IV       
 
9. Do you have any history of infertility? 
1) No 
2) Yes  
3) NA 
If yes specify  
    If yes 








IUI IVF OTHERS 
 1 1 2 3 4 1 2 3 4 
I          
II          
II
I 
         
I
V 
         
 
G. FAMILIAL AND PERSONAL RISK FACTORS 
10. Do you have the family history of breast disease? 
1) No 
2) Yes 
If yes specify the type of disease____________ 
11. Do you have the family history of breast cancer? 
1) No 
2) Yes 
If yes specify the relationship________________ 
 
Relatives Degree 
 I II III 
 1 2 3 
Paternal     
Maternal     
 
12. Do you have the family history of cancer? 
1. Yes   2. No  
       If yes specify the type of cancer ___________ 
 
13. Do you have the history of breast surgery? 
1) Yes  2) No  
 
14. Do you have the history of breast injury? 
1) Yes  2) No  
 
15. Do you have the history of thyroid disorder? 




































SECTION III: STRUCTURED KNOWLEDGE QUESTIONNAIRE 
 
I. General information: 
1. The texture of breast skin should be 
1) Rough  
2) Smooth  
3) Wrinkled  
4) Scaly  
2. Both the breast should appear  
1) Symmetrical  
2) Asymmetrical 
3) Swollen  
4) Shrinked  
3. In general  breast disease means 
1) Group of disorder causing changes in glandular and connective tissue 
2) Group of disorder causing changes in nerve tissue 
3) Group of disorder causing changes in adipose tissue 
4) Group of disorder causing changes in epithelial tissue 
 
II. Possible causes / Risk factors: 
4.  Breast disease is most common among   
1) Nullipara  
2)    Primipara   
3)    Multipara 
4)    Grand multipara 
5.    One  of the following risk factor that increases the risk of breast disease is  
1) First child at or above the age of 30 
2) First  child at or below the age of 30 
3) Second child at or above the age of 30 





III. Selected breast diseases 
6) Generally breast pain is classified as 
1) Continuous & sporadic pain 
2) Dull ache & pricking pain 
3) Cyclical & non- cyclical pain 
4) Throbbing & aching pain 
7) The ---------- colour discharge from the nipple is more significant for breast disease 
1) White colour  
2) Red colour 
3) Yellow colour 
4) Pink colour 
8) Galactorrhoea means 
1) Milky nipple discharge 
2) Bloody nipple discharge 
3) Yellowish nipple discharge 
4) Clear nipple discharge  
9) Breast lump(Fibroadenoma) is characterized as 
1) Firm, painful lump without distinct borders 
2) Firm, painless lump with distinct borders 
3) Smooth, painless lump without distinct borders 
4) Smooth, painful lump with distinct borders 
10)  Breast  cysts means 
1) Fluid filled sacs within breast 
2) Pus filled sacs within breast 
3) Fluid filled sacs around the breast 
4) Pus filled sacs around the breast 
11) The  fibrocystic breast causes 
1) Benign painful lumps 
2) Cancerous painful lumps 
3) Painful lumps 




IV. Investigations  
12) The  easiest method to identify breast disease is 
1) Breast biopsy 
2) Breast self examination 
3) Mammography 
4) Ultrasonography  
13)  Mammography  means 
1) Examination of the breast by health care professional 
2) Examination of the breast using sound waves 
3) Examination of the breast by x-ray 
4) Examination of the breast using dye 
 
V. Management   
14) The  medical treatment for breast diseases are 
1) Simple analgesia, vitamin E supplementation 
2) Calcium and vitamin B supplementation 
3) Calcium and vitamin C supplementation 
4) Only analgesia 
 
VI. Home care management 
15) ----------type of diet is advisable to prevent breast disease 
1) Low carbohydrate, low fat, fruits and vegetables rich in antioxidants 
2) High fat, low carbohydrate, low calcium diet 
3) High fat, high carbohydrate low  calcium and low antioxidants 
4) Low fat, high carbohydrate, high calcium diet 
16) The  lifestyle factors which could prevent breast disease are 
1)  Limiting caffeine intake and use of firm support bra 
2) Use of excessive caffeine and use of firm support bra 
3) Limiting various exercise and walking 
4) Doing regular exercise and walking. 
17) The  home remedy for mastalgia is 
1) Use of hot compress  
2) Use of cold compress 
3) Use of hot or cold compress 
4) Use of ointment. 
VII. Preventive measures 
18) The primary purpose of performing Breast Self Examination is 
1) To become familiar with one’s own breast and identifying any changes 
2) To increase milk secretion 
3) To maintain structure of the breast 
4) To find or observe the shape and size of the nipple 
 
19) The  correct age for woman to perform Breast Self Examination is 
1) 15 years 
2) 20 years 
3) 25 years 
4) 30 years 
20) Breast Self Examination means 
1) Looking at the breast standing in front of the mirror 
2) Feeling with finger pads for any changes in the breast 
3) Standing in front of the mirror and looking at the breast and feeling the breast 
with finger pads for any changes 
4) Standing in front of the mirror and looking at the breast for any changes          
21)  The ideal time to do breast self examination is 
1) Postmenstrual period of 3
rd
 day 
2) Postmenstrual period of 4
th
 day 
3) Postmenstrual period of 5
th
 day 
4) Postmenstrual period of 6
th
 day 
22) Women with irregular periods should examine the breast  
1) Before menstrual periods 
2) On the same day every month 
3) On the day of menstruation 
4) Any time 
23) Correct technique of performing breast self examination includes 
1) Palpation of the breasts 
2) Observation of the breasts 
3) Observation and palpation of the breasts 
4) Palpation and auscultation of the breasts 
 
24)  The  findings to be noted while performing breast self examination are 
1) Shape, size, nipple discharge 
2) Weight of breast, itching 
3) Warmth of breast 
4) Only the size of the breast 
25) While performing breast self examination the room should be  
1) Well ventilated and bright 
2) Closed and dark room 
3) Little ventilated and dark room 




SECTION D : OBSERVATIONAL CHECK LIST TO ASSESS SKILL ON 
BREAST SELF EXAMINATION 
                   
Name:                                                          Sample ID: 
Date:                                                            Time of the procedure: 
 
S.No. Steps in BSE Yes No 
1 Privacy   
2 Does the procedure in good light   
3 Position :  Stands in front of the mirror   
4 Inspection:    
4.1 Checks the size of the both breasts   
4.2 Checks the shape of the both breasts   
4.3 Checks the nipple for retraction   
5 Palpation standing   
5.1 Keeps one arm behind the head   
5.2 Palpate the right breast with left hand’s palmer surface of the middle 
three fingers in all areas in a circular manner. 
  
5.3 Palpates the armpit for any swelling.   
5.4 Repeats the same procedure to the left breast and armpit.   
6 Palpation-lying down   
6.1 Lies down on a flat surface and put a pillow under the shoulder and 
place the left arm behind the head. 
  
6.2 With the right hand’s palmer surface of the middle three fingers 
palpate the left breast, begins at the outer edge and move slowly 
around the left breast in all areas in a circular manner. 
  
6.3 Palpate the left armpit for any swelling.   
6.4 Repeat the same with the left hand’s palmer surface to the right breast 
and right armpit.  
  
7 Gently compress the nipple between the thumb and forefingers and 
looks for discharge. 
  
8 Records the findings   
  
Scoring key: Observational checklist for Breast Self Examination 
Yes               : 1 
No                : 0 




DOCUMENTATION: (Tick against the options) 
• A lump 
• Swelling  
• Dimpling 
• Pain 
• Nipple retraction ( nipple turns in) 
• Redness of nipple or breast skin 
• Scaly nipple or breast skin 
• Skin irritation 
• Nipple discharge 
• No specific findings 
 
 














Å.±ñ þ¼÷¿¢¨Ä¸¡Ã½¢¸û ¬õ þø¨Ä
1 12ÅÂ¾¢üÌÓýâô¦Àö¾£÷¸ª¡?  
2 ¯í¸Ç¢ýÁ¡¾Å¢¼¡öÍÆüº¢Ó¨È´Øí¸üÈÓ¨ÈÂ¡  
3 ¯í¸ÙìÌÌÆó¨¾¯ûÇ¾¡?  
4 ¸Õì¸¨ÄôÒ¦ºöÐûª£÷¸Ç¡?  
5 30ÅÂ¾¢üÌ§ÁøÓ¾øÌÆó¨¾¨Â¦Àü¦ÈÎò¾£÷¸ª¡  
6 ²§¾Ûõ¸Õò¾¨¼Ó¨ÈÀ¢ýÀüÈ¢É£÷¸ª¡  
7 12 Á¡¾ò¾¢üÌ Ì¨ÈÅ¡¸ ¯í¸û ÌÆó¨¾ìÌ ¾¡öôÀ¡ø
¦¸¡Îò¾£÷¸ª¡
 
8 ÌÎõÀò¾¢ø±ÅÕ§¸ÛõÁ¡÷À¸§¿¡Â¢ýÅÃÄ¡Ú¯ûÇ¾¡?  
9 ÌÎõÀò¾¢ø ±ÅÕ§¸Ûõ Á¡÷À¸ ÒüÚ §¿¡Â¢ý ÅÃÄ¡Ú
¯ûÇ¾¡?
 
10 Á¡÷À¸ò¾¢ø²§¾Ûõ¸¡Âõ²üÀðÎûÇ¾¡?  
11 †¡÷§Á¡ý(ÁÕóÐ/°º¢)ÀÂýÀÎò¾¢É£÷¸Ç¡?  
12 ¸¾¢Ã¢Âì¸ò¾¢üÌ¯ðÀÎò¾ôÀðË÷¸Ç¡?  



















Topic                        :  Selected Breast diseases and its prevention  
Group                       :  Women between 20 – 40 years 
Place                        :  Selected villages (Balwadi / Home) 
Duration                  :  45 minutes – 1 hour and 15 minutes 
Teaching method  :  Video assisted group teaching on prevention of selected breast diseases 
                                   Demonstration on Breast Self Examination 
Seating arrangement :  Horse Shoe shaped arrangement 
Instructor                :  Investigator 










GENERAL OBJECTIVE:  
At the end of the class the women gains adequate knowledge on prevention of selected breast diseases and skill in performing Breast Self 
Examination.  
 
SPECIFIC OBJECTIVES:  
At the end of the class the women will be able to  
1. discuss the anatomy and physiology of breast and development of breast at various stages 
2. define  breast diseases 
3. classify breast diseases 
4. enumerate the risk factor for selected breast diseases 
5. list the possible causes of  selected breast diseases 
6. identify the signs and symptoms of selected breast diseases 
7. explain the diagnostic modalities of selected breast diseases 
8. explain the management for selected breast diseases 
9. explain the health promotion and maintenance for selected breast diseases 











1.  Introduction  
      Breasts are the most important feature of female anatomy and an integral 
part of the reproductive system. They are symbols of fertility and woman-hood. 
They serve very significant roles, especially function of lactation. Women’s 
breasts are constantly going through change, from the time of their development, 
through pregnancy and the menopause. . Any changes in the breast can cause 
symptoms. These breast changes can be either benign (non-cancerous) breast 
conditions or breast cancers. 
Lecture Listening 




 Anatomy and physiology 
 The breast is the tissue overlying the chest (pectoral) muscles. Women's 
breasts are made of specialized tissue that produces milk (glandular tissue) as well 
as fatty tissue. The amount of fat determines the size of the breast. 
 
 The milk-producing part of the breast is organized into 15 to 20 sections, 
called lobes. Within each lobe are smaller structures, called lobules, where milk is 
produced. The milk travels through a network of tiny tubes called ducts. The ducts 
connect and come together into larger ducts, which eventually exit the skin in the 
nipple. The dark area of skin surrounding the nipple is called the areola. 









Nerves provide sensation to the breast. The breast also contains blood vessels, 





 Breast development is a vital part of reproduction in the human female. 
Breast development happens in distinct stages throughout a woman's life, first 





before birth, again at puberty, and during the childbearing years. Changes also 
happen to the breasts during the menstrual cycle and when a woman reaches 
menopause. By the time a female infant is born, nipples and the beginnings of the milk-
duct system have formed. 
 
Changes during Puberty and menstruation  
 During puberty, the female breast enlarges rapidly. When the ovaries start 
to secrete estrogen, fat in the connective tissue begins to accumulate causing the 
breasts to enlarge. The duct system also begins to grow. Estrogen, which is produced 
by the ovaries in the first half of the menstrual cycle, stimulates the growth of milk ducts 
in the breasts. The hormone progesterone takes over in the second half of the cycle, 
stimulating the formation of the milk glands. These hormones are believed to be 
responsible for the cyclical changes, like the swelling, pain, and tenderness that 
many women experience in their breasts just before menstruation.  
 
Changes during pregnancy and lactation 
 Breast changes are one of the earliest signs of pregnancy. This is a result of 
the hormone progesterone. In addition, the areolas (the dark areas of skin that 
surround the nipples of the breasts) begin to swell followed by the rapid swelling 





of the breasts themselves. Most pregnant women experience tenderness down the 
sides of the breasts and tingling or soreness of the nipples. This is because of the 
growth of the milk duct system and the formation of many more lobules. 
 
Changes during menopause 
 The levels of estrogen and progesterone begin to fluctuate at the menopausal 
stage. The levels of estrogen dramatically decrease. Without estrogen, the connective 
tissue of the breast becomes dehydrated and inelastic. The breast tissue, which was 
prepared to make milk, shrinks and loses shape. This leads to the "sagging" of the breasts 
often associated with women of this age. 
3. Define breast 
disease 
Definition  
 Breast disease may be defined as a group of disorder caused by changes in 




4.  Incidence  
      Upto 30% of women suffer from benign breast diseases and requiring 
treatment at some time in their lives. Benign breast diseases are 5 to 10 times more 




5. Classify breast 
diseases 
Classification   










2. Nipple discharge 
3. Galactorrhoea 
4. Simple cysts 
5. Fibrocystic breasts 
6. Fibroadenoma  
7. Phyllodes tumour 
8. Duct ectasia 
9. Intraductal papilloma 
• Malignant  
1. Breast cancer 
6. Enumerate the 




• Early menarche 
• Late menopause 
• First child birth at or above the age of 30 
• Family history of cancer 
• Nullipara 
• Use of oral contraceptives 









• Use of hormone replacement therapy 
7. List  the possible 




• Increased intake of fatty diet 
• Increased caffeine intake 
• Smoking 
• Alcohol consumption 
• Use of tobacco 
• Pattern of job( shift duty) 
• Use of deodorants/ antiperspirants 
•  Physical  inactivity 
• Obesity 
• Radiation exposure  
Infection/injury  
• Breast infection 
• Inflammation and clogging of the breast ducts (mammary duct ectasia)  
• Excessive breast stimulation 










• Severe hypothyroidism (underactive thyroid gland)  
• Hormone imbalance(oestrogen, prolactin) 
• Non-cancerous brain tumors  
• Small growth in the breast that is usually not cancer (intraductal papilloma) 
• Fibrocystic breast (normal lumpiness in the breast) 
Use of certain medicines  
• Hormone replacement therapy 
• Antihypertensive  
• Antidepressants   
8. Define mastalgia 
Identify  the signs 
and symptoms of 
mastalgia 
SELECTED BREAST DISEASES 
 Mastalgia (Breast Pain): Mastalgia is breast pain and is generally 
classified as either cyclical (associated with menstrual periods) or 
noncyclic. 
 Cyclical  breast pain 
• Pain  comes cyclically 
• Breasts may become tender. 
• Heavy, dull ache.  









• Breasts may become generally lumpy (not with a single, hard lump). 
• Pain becomes more intense a few days before the period comes. In some 
cases pain may start a couple of weeks before menstruation. 
• Postmenopausal women may experience similar pains if they are on 
hormone replacement therapy. 
 Non -cyclical breast pain 
• It generally affects one breast, usually within a quadrant of the breast, but 
may spread across the chest. 
• More  common among post-menopausal women. 




 Nipple discharge: Nipple discharge is the release of fluid from the nipples 
of the breasts                                       
 










• Comes from only one nipple 
• Comes out on its own without you squeezing or touching your nipple 
Nipple discharge is more likely to be normal if: 
• It comes out of both nipples 









Identify  the 
symptoms of 
galactorrhea 
 Galactorrhea is a milky nipple discharge unrelated to the normal milk 
production of breast-feeding. 
 
Symptoms  associated with galactorrhea include:  
• Persistent or intermittent milky nipple discharge that has no trace of blood  
• Nipple discharge involving multiple milk ducts  
• Spontaneously leaked or manually expressed nipple discharge  









• Absent or irregular menstrual periods  
• Headaches or vision problems 
• Acne  










Identify  the 
symptoms of 
fibroadenoma 
 Fibro adenoma is a firm, smooth, rubbery or hard lump with a well-
defined shape. 
 
Most common lesion found in women under the age of 25 
Symptoms 
• Round with distinct borders 
• Easily moved 













Identify  the signs 
and symptoms of 
breast cysts 
 Breast cysts are fluid-filled sacs within your breast 
  
 
Affects women between 35-50 years of age. 
Signs and symptoms  
• A smooth, easily movable round or oval breast lump with distinct edges  
• Usually found in one breast, but can affect both breasts at the same time 
• Breast pain or tenderness in the area of the breast lump 
• Increase in breast lump size and breast tenderness just before menstruation 










 Fibrocystic breasts 
 Fibrocystic breast disease also called fibrocystic breasts or fibrocystic 
change—is a benign (noncancerous) condition in which a woman has painful 


















Identify  the signs 
and symptoms of 
fibrocystic breast 
Most common benign disorder of the breast affecting women between 20-50years 
of age. 
 
Signs and symptoms  
• Breast lumps or areas of thickening that tend to blend into the surrounding 
breast tissue 
• Generalized breast pain or tenderness 
• Fluctuating size of breast lumps 
• Green or dark brown non bloody nipple discharge that tends to leak 
without pressure or squeezing 
• Changes that occur in both breasts, rather than just one 
• Monthly increase in breast pain or lumpiness from midcycle (ovulation) to 
just before menstruation 











DIAGNOSTIC MODALITIES  
• History collection and physical examination 
• Clinical breast examination 
• Imaging tests :Some of these include:  
• Mammograms – x-rays of the breasts 
• Breast ultrasound –Ultrasound uses high-frequency waves to 
outline a part of the body and is useful to further evaluate possible 
abnormalities found during mammograms or physical examinations 
• MRI (magnetic resonance imaging) of the breast – uses radio 
waves and strong magnets to get detailed images of the inside of the 
breasts 
• Ductogram – a very thin plastic tube is put into the opening of the 
duct that has discharge coming from it and small amount of contrast 
dye is injected to outline the shape of the duct on an x-ray 
• Fine needle aspiration-Fine-needle aspiration biopsy (FNAB) is used if the 
physician is almost certain that the lump is a cyst. Aspiration is also used 
to extract material from a lump for further analysis  
• Breast biopsy-Core-needle biopsy uses a needle larger than the type 









with local anesthesia of the breast area to be biopsied. Core-needle biopsy 
removes a small cylinder of tissue for examination. 
• Stereotactic biopsy is a newer approach that relies on a three-dimensional 
x-ray to guide the needle biopsy of non-palpable mass. The breast is x-
rayed from two different angles and a computer plots the position of the 
suspicious area. Once the area is precisely identified, the radiologist uses a 
needle to biopsy the lesion. 
• Surgical biopsy - to remove all or part of a lump for examination. This 
procedure is done either in a physician's office or an outpatient hospital 
facility under intravenous sedation or local anesthesia. 






• Simple  analgesia 
• Non-steroidal anti inflammatory drugs 
• Vitamin –E supplementation 
• Antibiotics when infection is suspected 




  Lifestyle and home remedies 









• Wear a firm support bra 
• Wear a sports bra during exercise, especially when your breasts may be 
more sensitive. 
• Limit or eliminate caffeine 
• Avoidance of nipple stimulation 
• Avoid smoking environments 
• Avoid artificial sweeteners 
• Don’t microwave with plastic cling wrap 
• Drink more water 1-2 litres 
• Green tea and black tea are best 
  Relaxation techniques 
• Mind body medicine( stress management, anger management, regular 
meditation) 
1. Regular breathing exercises 
2. Reduce workload 
3. Watching funny movies/ videos 
4. Playing with pets and children 
• Relaxation therapy, which can help control the high levels of anxiety 










1. Eat more fruits and vegetables 
2. Increase fibre intake 
3. Fresh garlic and other members of onion family offer protection. 
(Broccoli, Cabbage, Cauliflower) 
4. Consume low fat dairy products 
5. Eat  more complex carbohydrates  
 
Demonstrate BSE Health promotion and maintenance 
• Breast Self Examination 
Definition  
 Breast Self Examination (BSE) is a technique that women can use to check 
their breasts and underarms using varying degrees of pressure to monitor for any 
possible changes. 
 Breast Self Examination (BSE) is a method in which a women herself 
looking and feeling each breast for possible lumps, distortions or swelling. 
Purpose of BSE 
• To gain familiarity with her breasts  
• Any changes in texture, including the presence of a lump, can be detected 









Criteria for performing BSE 
• Women after the age of 20yrs should do monthly breast self examination 
• Menstruating women: women with regular menstruation  have to do BSE 
between days 5 and 10 of the menstrual cycle 
Women with irregular menstruation have to perform BSE regularly on the 
same date of each month 
• Menopausal women: should do their BSE on the same day every month. 
Try to pick a day that is easy to remember, such as the first or fifteenth of 
every month, and make that the day each month for breast self-exam. 
• Women using oral contraceptives: are encouraged to do their BSE each 
month on the day they begin a new package of pills. 
Techniques  
 3 main techniques to be followed while performing BSE. 
 Circular method- move ‘3’ middle fingers in a circular fashion starting 
from outer edge of breast towards the nipple 
 Vertical strip method- move the ‘3’ middle fingers starting from the collar 
bone area down below the breast and back up again in zig zag way until the entire 
breast is felt 
 Wedge method- move the ‘3’ middle fingers beginning from the outer edge 









• Stand before the mirror 
• Check both breasts for anything unusual 
• Look for discharge from the nipple, puckering, dimpling or scaling of the 
skin 
Step 2:  
• Watch closely in the mirror as you clasp your hands behind your head and 
press your hands forward 
• Note any change in the contour of your breasts. 
Step 3: 
• Next press your hands firmly on your hips and bow slightly toward the 
mirror as you pull your shoulders and elbows forward 
• Note any change in the contour of your breasts 
Step 4:  
• Raise your left arm 
• Use 3 or 4 fingers of your right hand to feel your left breast firmly, 





carefully and thoroughly 
• Beginning at the outer edge, press the flat part of your fingers in small 
circles, moving the circles slowly around the breast 
• Gradually work towards the nipple 
• Be sure to cover the whole breast 
• Pay special attention to the area between the breast and the underarm, 
including the underarm itself 
• Feel for any unusual lumps or masses under the skin 
Step 5: 
• Gently squeeze the nipple and look for discharge 
• If you have any discharge during the month- see your doctor 
• Repeat the examination on your right breast 
Step 6: 
• Step 4 & 5 should be repeated lying down 
• Lie flat on your back with your left arm over your head and pillow or a 
folded towel under your left shoulder 
• Use the same circular motion described above 
• Repeat on your right breast 
 





 The  American cancer society establishes evidence based guidelines for 
breast cancer screening in women 
• Mammogram for women ages 40years & older 
• Clinical breast examination by a health professional at least every 3 years 
for women 20-40 years old 
Should report health care personnel if 
• One or both breasts change in size or shape 
• There is a discharge from either nipple 
• There is a rash around the nipple 
• There is dimpling on the skin of the breasts 
•  A  lump or swelling in one of your armpits 
•  Pain  in  armpits or breast that is not related to  menstrual cycle 
 
CONCLUSION 
 Thus, for many women, breast cancer is their worst fear. However, 
potential problems can be detected early when women regularly examine their 
breasts themselves, are examined regularly by their doctor, and have 














































!!!!oh{<gtqe<! dmx<%xqbzqz<! liv<hgl<! we<hK! yV! Lg<gqblie!
lx<Xl<! -eh<ohVg<g! Ljxbqz<! yVr<gqj{f<k! nl<sligl</ oh{<gtqe<!
liIhgl<?! kib<h<hiz<! ogiMh<hkqz<! Lg<gqb! hr<G! ugqg<gqe<xK/!!
oh{<gtqe<! -eh<ohVg<g! gizk<kqz<! liIhg! utIs<sq! we<hK! Lg<gqb!
hGkqbiGl</!!oh{<gt<! hVuljmf<k!hqe<!uip<g<jg!LPuKl<!liIhg!











!!!liv<hgl<! we<hK! liv<H! kjsgTg<G! OlzqVg<Gl<! kqSg<gtigl</!!
oh{<gtqe<! liv<hglieK! hiz<! Svg<gg<%cb! yV! hqvk<Obglie!
kqSg<gtiz<! )Svg<Gl<! kqS*! ! NeKlm<Mlz<zilz<! ogiPh<H!
fqjxf<kqVg<Gl</!
! ogiPh<hqe<! ntju! ohiVk<Ok! liv<hgk<kqe<! ntU! -Vg<Gl</!
hiz<! dx<hk<kq! osb<Bl<! liv<hg! hgkqbeK! 26! Lkz<! 31! hqvqUgtig!
njlf<kqVg<Gl</! nju! lmz<gt<! we<X! njpg<gh<hMl</! ! yu<ohiV!














OsIf<Kl<! yV! ohvqb! fitlig! lixq! liv<hg! gil<hqz<! yV! upqjb!
Wx<hMk<Kgqe<xK/!!liv<hg!gil<jh!Sx<xq!dt<t!gVjlbie!-mk<kqx<G!
sqx<xqml<! we<X! njpg<gh<hMl</! ! liv<ihgk<kqx<G! -j{h<H! kqSg<gt<!
lx<Xl<! kjs! fiv<gt<! NkvU! ntqk<K! liv<hgk<kqx<G! yV! ucuk<jk!
ogiMg<gqxK/! ! fvl<Hgt<! liv<hgk<kqx<G! yV! d{v<ju!












! oh{<gtqe<! -eh<ohVg<g! gizk<kqz<! liIhg! utIs<sq! we<hK!
Lg<gqb!hGkqbiGl</!!oh{<gt<!hVuljmf<k!hqe<!uip<g<jg!LPuKl<!
liIhg!utIs<sq!liXhm<m!fqjzgtqz<!fmg<gqxK?!Lg<gqblig!oh{<gt<!
likuqmib<! njmBl<OhiKl<?! likuqmib<! Spx<s<sq! lx<Xl<! gIh<hljmBl<!
gizr<gtqZl<! -f<k! lix<xr<gt<! fmg<gqxK/! ! oh{<! Gpf<jk! hqxf<k!




! h,h<hjmf<k! hqe<! oh{<{qe<! liIhgl<! Ouglig! utIgqxK/!!
gVh<jhgt<! =^<m<OviJe<! Svg<gk<! okimr<Gl<! OhiK! -j{h<H! kqS!
ogiPh<H! nkqgligq! liIhgr<gjt! ohvqkig<GgqxK?! hiz<Gpib<!
njlh<Hl<! -kEme<! utIs<sqbjmgqxK/! ! = <^m<OviJe<?! likuqmib<!
Spx<sqbqe<! Lkz<! Spx<sqbqz<! gVh<jhgt<! dx<hk<kq! osb<gqxK! lx<Xl<!
liIhgk<kqe<! hiz<! fitr<gtqe<! utIs<sqjb!K~{<MgqxK/! ! -v{<miuK!
Spx<sqbqz<! HOvioJ <^cOvie<! aiIOlie<! liIhgk<kqz<! hiz<! Svh<hqgjt!
dVuig<g! K~{<MgqxK/! ! likuqmib<g<G! Le<?! uQg<gl<?! uzq! lx<Xl<!












! liIhgk<kqz<! Wx<hMl<!lix<xr<gt<! gIh<h!Nvl<h!njmbitr<gtqz<!
ye<X/! ! -kx<G! giv{l<! HOvioJ <^m<cOvie<! aiIOlie</! WvqObiz <^!
)Ljzg<gil<Hgjt! Sx<xqBt<t! gVl<hGkqbqz<*! uQg<gl<! uqjvuig!
okimIf<K! ohVg! Nvl<hqg<Gl</! ! ohVl<hizie! gIh<hq{q! oh{<gtqe<!






! = <^m<OviJe<! lx<Xl<! HOvioJ^<m<vieqe<! ntUgt<! likuqmib<!
fqe<x! gm<mk<kqz<! Wx<x! -xg<gl<! okimr<GgqxK/! ! = <^m<OvioJe<! ntU!
ntUg<gkqglig! Gjxb?! = <^m<OvioJe<! -z<zilz<! liIhg! -j{h<H!
kqS?! fQvqph<H! lx<Xl<! ofgqp<ux<xkig! NgqxK/! ! hiz<! dx<hk<kqbig!
kbivig! -Vf<k! liIhg! kqS?! SVr<gq! ucuk<jk! -pg<gqxK/!!






















! 41%! ujv! oh{<gt<! kQr<gx<x! liv<hg! Ofibiz<!
hikqg<gh<hMgqxiIgt<! lx<Xl<! nkx<gig! uip<fitqz<! WkiuK! yV!
slbk<kqz<! sqgqs<js! Okjuh<hMgqxK/! ! liv<hg! Hx<XOfijbg<! gim<cZl<!
kQr<gx<x! liv<hg! OfibieK! 6!Lkz<! 21! lmr<G! nkqglig! ohiKuig!





















































































• gMjlbie! Le<gPk<K! gpjz! Ofib<! )jkvib<M! Svh<H!
GjxhiM*!
• aiIOlie<!uqgqk!Wx<xk<kip<H )= <^m<OviJe<?!h<Ovizig<ce<*!
• Hx<X!Ofibz<zik!Ljzg<gm<c!





























Ljz! uzq;! Ljzuzq! we<hK! liv<hg! uzq/! nK! ohiKuig! -v{<M!







• liv<hgr<gt<! ohiKuig! gm<cbie! -Vg<Gl<! )ye<xig! -z<zilz<!
gMjlbig!gi{h<hMl<*!
• likuqmib<!Spx<sq!uVl<!sqz!fim<gTg<G!Le<eOv!uzq!lqgUl<!



















• likuqmib<! fqe<x! oh{<gTl<! -K! Ohie<x! uzqjb!aiIOlie<!
lix<X!sqgqs<:jsbqe<!OhiK!wkqv<ogit<uv</!
Spx<sqbx<x!Ljxbqz<!Wx<hMl<!liv<hg!uzq;!
• ohiKuig! yV! liv<hgk<jk! hikqg<Gl<?! upg<glig! liv<hgk<kqz<!


















































• -vk<k! gzh<H! -z<zik! okimv<f<K! nz<zK! uqm<M! uqm<M! liv<hg!
gil<hqzqVf<K!hiz<!outqObXkz</!
• hz! hiz<! Gpib<gjt! dt<tmg<gqb! liv<hg! gil<hqzqVf<K! hiz<!
outqObXkz</!











! Ljz!fiI! gm<c! we<h!Kfe<xig!ucujlg<gh<hm<m!dXkqbie?!
upuph<hie?!vh<hv<!Ohie<x!nz<zK!gMjlbie!gm<cbiGl</!



























liv<hg! fQIgm<cgt<! we<hK! liv<hgk<kqe<! dt<mOt! -Vg<Gl<! kqvul<!
fqvh<hh<hm<m!jhgtqz<!gi{h<hMl<!gm<cbiGl</!



















• ohiKuig! yV! liv<hgk<kqz<! lm<MOl! gi{h<hMl</! Neiz<! yOv!
Ofvk<kqz<!-V!liv<hgk<jkbl<!hikqg<gg<%cbK/!
• liv<hg! fQIgm<c! gi{h<hMl<! -mk<kqz<! uzqObi!nz<zK!nf<k!-ml<!
ole<jlbiekigOui!-Vg<Gl</!
• likuqmibqe<! Le<H! liv<hg! fQIgm<cbqe<! ntU! lqGf<Kl<! nz<zK!
liv<hgl<!uzqBt<tkigOui!gi{h<hMl</!






! Ljz! fiIh<jh! gm<c! OfibieK! fq{fQI! gm<cBjmb! liv<hgl<!
we<Xl<!nz<zK! fq{! fQI! liXkz<! we<Xl<! nK! kQr<gx<x! )Hx<X! Ofib<!
nz<zik*! fqjzbiGl</! ! -f<fqjzbqz<! oh{<gTg<G! uzqBjmb! gm<c!
liv<hgk<kqz<!gi{h<hMl</!





















• hs<js!nz<zK!gVjlbie! hPh<H! fqxk<kqz<! -vk<klqz<zik! kqvul<!
Ljz!gil<hqzqVf<K!nPk<kl<! ogiMg<gilZl<!nz<zK! hqpqbilZl<!
kieig!gsqBl</!
• yV! liv<hgk<kqz<! lm<Mlz<ziK! -V! liv<hgr<gtqzqVf<Kl<! -f<k!
liXkz<gt<!Wx<hMl</!































lx<xl<! uZuie! gif<kr<gjt! ogi{<M! liv<hgk<kqe<! dt<Hxk<kqe<!
uqvquie!hmk<jk!ohx!LcBl</!
!
fitr<gtqe<! )Gpib<*! hvqOsikje! ;! sqxqK! olzqkie! Gpijb!
fitr<gtqe<! FjpU! hGkqbqz<! kqvul<! ucBl<! -mk<kqz<! juk<K!nke<!
hqe<ev<! wkqv<ljxbie! sibk<jk! nf<k! fitr<gtqe<! ucu!
outqg<Ogim<cz<!dm<HGk<kq!wg<^ <Ov!&zl<!Nvib!Ou{<Ml</!
!
F{<!Dsq!&zl<! kqS! Osvqg<Gl<!Ljx;! lVk<Kuv<! gm<cbieK! fQIgm<c!




Nb<uqz<! dhObigh<hMk<kh<hMl<! Dsqjbuqm! ohvqbkie! Dsqjb!






















































• uqjtbiMl<! OhiK! hbe<hMk<Kl<! liIgs<jsgjt! dmx<hbqx<sqbqe<!
OhiK!hbe<hMk<Kkz</!


















































! Sbliv<hg! hvqOsikje! wEl<! Ljx! oh{<gt<! kr<gt<! liv<hgl<!





















• 31! ubkqx<G! Olx<hm<m! oh{<gt<! yu<ouiV! likLl<! Sbliv<hg!
hvqOsikje!osb<b!Ou{<Ml</!
• likuqmib<! njmBl<! oh{<gt<! ;! ! upg<glie! likuqmijb!




• likuqmib<! fqe<x! oh{<gt<! ;! -uv<gt<! yu<ouiV! likLl<! yV!
Gxqh<hqm<m! Okkqbqz<! Sbliv<hg! hvqOsikje! osb<b! Ou{<Ml</!!









Okv<f<okMg<g! Ou{<Ml</! ! nkiuK! likl<! Lkz<! Okkq! nz<zK!
hkqjef<kil<! Okkqjb! Okv<f<okMk<K! likilikl<! nOk! kqek<ke<X!
Sbliv<hg!hvqOsikje!osb<b!Ou{<Ml</!!
• gVk<kjm! lik<kqjv! wMg<Gl<! oh{<gt<! ;! likilikl<! Hkqb!
lik<kqjvgtqe<! nm<jmjb! okimr<@Gl<! OhiK! -uv<gt<! Sbliv<hg!
hvqOsikje!osb<b!Dg<Guqg<g!Ou{<Ml</!
Fm<hl</ osb<Bl<Ljx;!
Sbliv<hg! hvqOsikje! osb<Bl<! OhiK! 4! Lg<gqblie! Fm<hr<gjt!
hqe<hx<x!Ou{<Ml</!
um<muculie!Ljx!;!














! 4! fMuqvz<gjt! gPk<K! hm<jm! wZl<hqzqVf<K! Nvl<hqk<K!




















• -v{<M! liv<hgr<gtqZl<! WkiuK! nsikiv{lig! dt<tki! we<X!
svqhiv<g<g!Ou{<Ml</ 
• liv<hg! gil<hqzqVf<K! WkiuK! ucgqxki! we<Xl<! SVg<gr<gt<?! Gpq!
uqPf<k!fqjz?!oskqz<gt<!dt<tki!we<X!svq!hiIg<g!Ou{<Ml</ 
upqLjx!3!;!
• g{<{icbqe<! Le<! fqe<Xg<ogi{<M! -v{<M! jggjtBl<! kjzg<G!
hqe<eiz<! hqck<k! hqe<ev<! jggjt! Le<Hxlig! nPk<kqb! hqe<ev<!
liv<hgk<jk!%v<f<K!gueqg<g!Ou{<Ml</!











• nMk<K! jggjt! ogm<cbig! -Mh<hqe<! Olz<! jug<g! Ou{<Ml</!!
hqe<ev<! Okit<hm<jmjbBl<! lx<Xl<! Lpr<jgjb! Le<Hxlig!
-Pg<Gl<!OhiK!g{<{icjb!Ofig<gq!olKuig!GeqbOu{<Ml</!





• dr<gTjmb! 4!nz<zK! 5!uzK!jg!uqvz<gjt! ogi{<M!-mK!
liv<jh! nPk<kligUl<?! hiKgih<higUl<! lx<Xl<! LPjlbigUl<!
d{v!Ou{<Ml</!
• outqHx!uqtql<hqzqVf<K!okimr<gq!dr<gtK!liv<hgk<jk!uqvz<gtqe<!
km<jmbie! hGkqjb! ogi{<M! sqxqb! um<mhijkbqz<! nPk<kq!
liv<hgk<jk!Sx<xq!um<mucuqz<!fgv<k<k!Ou{<Ml</!
• dr<gtK! uqvz<gjt! hbe<hMk<kq! liv<hg! gil<H! hGkqjb! d{v!
Ou{<Ml</!
• dr<gtK!liv<hgk<jk!LPjlbig!dt<tmg<g!Ou{<Ml</!
























• kjvbqz<! km<jmbig! hMk<Kg<ogi{<M! dr<gtK! -mK! jgjb!
kjzbqe<! Olz<! juk<K! hqe<ev<! kjzbje! nz<zK! lck<k!











































!!!!!liv<hg! Hx<XOfib<! we<hK! oh{<gtqe<! yV! Olislie! hbliGl</!!
oh{<gt<! Sblig! kr<gtqe<! liv<hgk<jk! Nvib<ukiZl<?! upg<glig!
lVk<Kuvqe<!NOzisjeBme<!Nvib<ukiZl<?! hvqf<Kjvg<gh<hm<m!Ljz!
DMgkqv<hm! hvqOsikje! osb<ukiZl<! sik<kqblie! hqvs<sjegjt!
Nvl<h!fqjzbqOzOb!g{<mxqbzil</!!Nvl<h!fqjzbqOzOb!liv<hg!Sb!




BSE DEMONSTRATION PROTOCOL 
 
Pre-requisites 
• Provide privacy 
• Provide adequate lighting and ventilation 
• Position in front of the mirror 
 
Techniques  
3 main techniques to be followed while performing BSE. 
 
Circular method- move ‘3’ middle fingers in a circular fashion starting from outer 
edge of breast towards the nipple 
 
Vertical strip method- move the ‘3’ middle fingers starting from the collar bone area 
down below the breast and back up again in zig zag way until the entire breast is felt 
 
Wedge method- move the ‘3’ middle fingers beginning from the outer edge towards 
the nipple and repeat the procedure for every wedge until the entire breast is felt 
Steps 
Step 1:  
• Stand before the mirror 
• Check both breasts for anything unusual 
• Look for discharge from the nipple, puckering, dimpling or scaling of the skin 
Step 2:  
• Watch closely in the mirror as you clasp your hands behind your head and press 
your hands forward 
• Note any change in the contour of your breasts. 
Step 3: 
• Next press your hands firmly on your hips and bow slightly toward the mirror 
as you pull your shoulders and elbows forward 
• Note any change in the contour of your breasts 
Step 4:  
• Raise your left arm 
• Use 3 or 4 fingers of your right hand to feel your left breast firmly, carefully 
and thoroughly 
• Beginning at the outer edge, press the flat part of your fingers in small circles, 
moving the circles slowly around the breast 
• Gradually work towards the nipple 
• Be sure to cover the whole breast 
• Pay special attention to the area between the breast and the underarm, including 
the underarm itself 
• Feel for any unusual lumps or masses under the skin 
Step 5: 
• Gently squeeze the nipple and look for discharge 
• If you have any discharge during the month- see your doctor 
• Repeat the examination on your right breast 
Step 6: 
• Step 4 & 5 should be repeated lying down 
• Lie flat on your back with your left arm over your head and pillow or a folded 
towel under your left shoulder 
• Use the same circular motion described above 
• Repeat on your right breast 
 
Post procedure 
Documents the findings 
• A lump 
• Swelling  
• Dimpling 
• Pain 
• Nipple retraction ( nipple turns in) 
• Redness of nipple or breast skin 
• Scaly nipple or breast skin 
• Skin irritation 
• Nipple discharge 





















! 4! fMuqvz<gjt! gPk<K! hm<jm! wZl<hqzqVf<K!Nvl<hqk<K! liv<hgk<kqe<! gQp<! hGkq!
























• g{<{icbqe<! Le<! fqe<Xg<ogi{<M! -v{<M! jggjtBl<! kjzg<G! hqe<eiz<!
hqck<k! hqe<ev<! jggjt! Le<Hxlig! nPk<kqb! hqe<ev<! liv<hgk<jk! %v<f<K!
gueqg<g!Ou{<Ml</!





• nMk<K! jggjt! ogm<cbig! -Mh<hqe<! Olz<! jug<g! Ou{<Ml</! ! hqe<ev<!
Okit<hm<jmjbBl<! lx<Xl<! Lpr<jgjb! Le<Hxlig! -Pg<Gl<! OhiK!
g{<{icjb!Ofig<gq!olKuig!GeqbOu{<Ml</!





• dr<gTjmb! 4! nz<zK! 5! uzK! jg! uqvz<gjt! ogi{<M! -mK! liv<jh!
nPk<kligUl<?!hiKgih<higUl<!lx<Xl<!LPjlbigUl<!d{v!Ou{<Ml</!
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